MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Article 4

4A through 4G

4H

4l

4]

aL

4aM

4N

40

4P

APPLICATION PROCESS

THESE SECTIONS HAVE BEEN REMOVED FROM ARTICLE 4. THE
INFORMATION CONTAINED IN THESE SECTIONS HAS BEEN
INCORPORATED INTO ARTICLE 22, DISABILITY DETERMINATION
REFERRALS, EFFECTIVE MAY 27, 1994.

PROCESSING OF QUARTERLY STATUS REPORTS

DILIGENT SEARCH PROCEDURES

I REFFERAL TO PUBLIC GUARDIAN OR CONSERVATOR
Il DISABILITY DETERMINATION REFERRAL

M. DILIGENT SEARCH

[l CASE PROCESSING

PROMPTNESS REQUIREMENT

RSDI/UI/DI REPORTS
l. BACKGROUND
. INSTRUCTIONS FOR INTERPRETING THE REPORT OF RSDI

[l INSTRUCTIONS FOR INTERPRETING THE UI/DI FORMATS
ON THE REPORT OF RSDI/UI/DI

VERIFICATIONS

I VERIFICATION PRIOR TO APPROVAL OF ELIGIBILITY

Il VERIFICATION REQUIRED WITHIN SIXTY (60) DAYS OF
APPROVAL

Il. VERIFICATION REQUIREMENTS FOR RETROACTIVE
MEDI-CAL

V. EX PARTE REVIEWS
V. ADDITIONAL VERIFICATION REQUIREMENTS

TIMELY REPORTING BY PUBLIC GUARDIAN/CONSERVATORS OR
BENEFICIARY REPRESENTATIVES

ONE MONTH EXTENDED ELIGIBILITY (EDWARDS V. MEYERS)

CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM
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H-PR SING OF QUARTERLY STATUS

Prior to January 1, 2001, Medi-Cal beneficiaries were required.to submit quarterly status reports (QSRs).
With the passage of Assembly Bill 2877, Chapter 93, Statutes of 2000, this requirement was eliminated
for all Medi-Cal beneficiaries except for the first year (federal portion) of Transitional Medi-Cal (TMC).
Counties were instructed to process status reports received by December 31, 2000. Beginning

January 1, 2001, counties may not take any adverse action based on incomplete or non-receipt of QSRs.

Beneficiaries still have the responsibility to report changes that may affect their Medi-Cal eligibility, such
as changes in income, property, family composition, other health coverage, etc. within ten days of such
change. Counties must act on any changes that they are aware of, whether the change has been
reported directly by the beneficiary, received from the December 2000 QSR, or in conjunction with other
public assistance programs (such as when a county has generic eligibility workers for the multiple public
assistance programs and thereby becomes aware of such changes).

For status reports required under the TMC program, see Section 5B.
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41 — DILIGERT SEARCH PROCEDURES

The following are guidelines to be used in determining eligibility for
persons who are comatose, otherwise incompetent, or are ammesiac and there
is no friend, guardian, or relative available to supply the information
necessary for a Medi~Cal eligibility determinatiom.

I. REFERRAL TO PUBLIC GUARDIAN OR CONSERVATOR

Upon notification from the hospital, the county welfare department
shall make a8 referral to the public guardian's or comservator's office.
If the public guardian's office accepts responsibility, the county
welfare department shall make an eligibility determination from the
information provided by that office. If that office refuses to accept
responsibility for an individual, the county welfare department shall
complete the search for eligibility information. Documentation of the
public guardian's refusal must be in the case record.

II. DISABILITY DETERMINATION REFERRAL

The county welfare department shall make a referral to Disability
Evaluation Division (DED) for all persons whose eligibility is deter-
mined through these procedures unless the individual is obviously under
age 21 or over age 65. The person making the referral shall sign the
MC 220, Aunthorization for Release of Information, and write "patient is
comatose” on the face of the form. Forms MC 221, Disability Determina-
tion and Transmittal, and MC 223, Statement of Facts for Medi-Cal
Regarding Disability, shall be completed with all available information.

III. DILIGERT SEARCH

A. Persons Without Identification

If a member of the hospital staff has attempted to establish the
identity of a person who is admitted in a comatose, ammesiac, or
senile condition, and the person's identity remains unknown, the
county welfare department snall document in the case record that
a search by hospital staff was conducted to establish the identity
of this person.

B. Persons With Identification

'Ihe county welfare department shall conduct the following routine
search for a person with identification and document the results
in the case file.




1. Property search in the county of physical presence. (If
there is information which indicates an address in another
county, a property search shall also be requested from the
county.) '

2. Verification of Social Security bemefits via form SSA 1610/
CA 810. ’

3. Verification of Veterans' Administration benefits via form
CA 5.

4. Employment Development Department clearance via form DE 8720.

5. Verification of vehicle registration through written request
to the Department of Moror Vehicles.

6. If the personal effects of the individual indicate am account
at a specific banking institution, request information from
that bank. Request the bank to search for all accounts
belonging to the individual.

When réquesting any of the above information, include a cover letter
indicating the circumstances, i.e., the individual is comatose and
therefore ‘cannot sign a release of information form; there is mo
friend or relative to act on behalf of the individual, and the county
is trying to establish Medi-Cal eligibility.

CASE PROCESSING

Action on the application shall not be taken until a determination of
ineligibility has been established or the diligent search and the
disability determination (for persons 21-64) have been completed.
However, if a comatose person is placed in a skilled nursing facility/
intermediate care facility (SNF/ICF), Category 53 may be appropriate.
If at any time during the appiication process the person's condition
changes or a friend or relative is found so that information carn be
obtained in the usual manner, the diligent search efforts shall cease.

Once the diligent search and disability determination have been com-

pleted, an eligibility decision shall be made. Following are the instruc-

- tions for establishing an icentity to use in opening up a Medi-Cal case

and issuing Medi-Cal ecards. :




- c.

E.

Section 50167

Name

If the person's name is unknown, use either John C. Doe or Jame C.
Doe for the case name.

Aid Code

"1, If .the person's age is unknown and the person appears to be

under 21 years of age, use Aid Code 82.
2. If the person's age is unknown and appears between 21 and 64
and the disability determination has been denied, contimue to
use Aid Code 53 for those persons who are in an ICF or SKF.
If the person is not in an ICF or SKF, deny the application.
If the disability determination has been approved, use
either Aid Code 64, 67, or if the person is in long-te:m care
st.ams, use Aid Code 63.

If the person's age is unknown and the person appears to be
over 65 years of age, use Aid Code 14, 17, or if the person
is in long-term care status, use Aid Code 13.

3.

Birth Date

If unknown, use "01" for the month and "01" for the day; use the
following for the year of birth:

If the estimated age is under 21, use the current year minus.
10 years.

1.

If the estimated age is between 21 through 64, use the current
year minus 40 years.

2.

If the estimated age is 65 or over, use the current year .
minus 70 years.

3.

Social Security Number

If unknown, leave blank. A pseudo number will be assigned by
Medi-Cal Eligibility Data System (MEDS).

_Health Insurance Claim Number

If unknown, leave blank,

MANUAL LETTER No. 80 (8/8/85)
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F. Address

Since MEDS will produce a reject message if the address field is
blank, use either the address of the county welfare department or
the address of the facility where the individual is receiving
care.

NO'IB If a comatose person regains consciocusness or is otherwise
identified after eligibility is established, revise the case record to
reflect the person's true identity and eligibility status. If the
person remains eligible for Medi-Cal and a Medi-Cal identification
number has been assigned, retain the serial number and change the aid
code if there is a change in eligibility status or category. If the
.person is found to be ineligible, discontinue the case with timely and

adequate notice.

Section 50167 * MARUAL LETTER NO. 80 (8/8/85) 4I~4
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4J-PROMPTNESS REQUIREMENT

A new applicant for Medi-Cal has the right to have his/her eligibility for benefits determined as quickly as
possible to ensure his/her access to adequate medical care. Such timely eligibility determination includes
the issuance of a Notice of Action (NOA) which addresses the applicant's approval or denial of Medi-Cal
benefits, what the share of cost is, if any, and hearing rights if the applicant is dissatisfied with the action
specified in the NOA. (Refer to Procedures Section 4U for NOA completion.)

Federal requirements (Titie 42, Code of Federal Regulations, Section 435.91 1) for timely determination of
eligibility are: :
o Processing time standards may not exceed:
1. 90 days for applicants who apply for Medi-Cal on the basis of disability; and
2. 45 days for all other applicants.

o The 45- and 90-day time frames are inclusive from the date the SAWS 1 or other
application was filed, to the issuance of the NOA.

The 45- and 90-day requirements may be extended for those items listed in Title 22, CaltfomlaCodeof
Regulations, Section 50177 (1){2) as follows:

o The applicant has, with good cause, been unable to retum the completed Statement of
Facts, the Supplement to Statement of Facts for Retroactive Coverage/Restoration, or
other necessary verifications in time for the county to meet the promptness requirement,
or

o There has been a delay in the receipt of reports or other information necessary to
determine eligibility: and the delay is beyond the control of either the applicant or the

county department.
The county welfare department shall nat use these time standards as a waiting period before granting the
application if all documents and information have been provided.
REQUIREMENTS TO EXPEDITE CASE PROCESSING

The county shall expedite processing the eligibility determination within available resources for the
following situations:
o Minor consent applicants should have eligibility determined the same day of the
intake interview and should be issued a paper Medi-Cal identification card.

o Individuals who require medical treatment which will not be provided without a
Medi-Cal card should have eligibility determined as soon as all information has
been received by the county. A paper Medi-Cal identification card should be issued
until the applicant/beneficiary receives the plastic Benefits identification Card.

o Pregnant women are considered to have an immediate medical need.

SECTION NO.: 50177 MANUAL LETTERNO.: 147 DATE: August 9, gg.l-i
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The county shall refer to Procedures Section, Article 22 (Disability Determination Referrals) for the proper
completion of disability cases and the related promptness guidelines for referral processing.

Any delay in the determination of eligibility must be documented in the case record.

SECTION NO.: 50177 MANUAL LETTERNO.: 147 DATEAugust 9,95 gj-2




4K ~— PROCESSING OF MEDICALLY INDIGENT
ADULTS (MIAs) APPLICANTS B

County departments may identify persons not eligible under the provisions
of Title 22, California Administrative Code, Section 50203 or 50251, prior
to completion of a Medi-Cal application. These persons shall be informed:

a. That they have no apparent basis of eligibility for Medi-Cal.

b. Of their right to make a formal Medi-Cal application even though they
have no apparent Medi-Cal eligibility.

c. Of the county MIA pﬂ;-ogram.

Sections 50143, 50251 MANUAL LETTER KO. 92 (9/15/g6) | 4R-1







4L -~ RSDI/UI/DI REPORTS

I. BACKGROURD

The RSDI/UI/DI report consists of individual listings concerning RSDI,
UI, or DI benmefits. It is provided so that counties can verify benefit
amounts reported by the beneficiary. If the amount listed on the
report differs from the amount reported by the beneficiary, the county
may need to contact the beneficiary who must provide verification of
the correct current bemefit amount.

‘A. If it is determined that the amount listed in the case record is
incorrect, then the corrected bemefit amount must be utilized to
determine if a share of cost should be established or changed in
accordance with Title 22, California Administrative Code (CAC),
Sections 50653.3 and 50653.5.

B. If a discrepancy exists, the county is to determine whether a
potential overpayment has occurred in accordance with Title 22,
CAC, Section 50781. 1If a potential overpayment has occurred,
then the appropriate referral should be completed as required
by Title 22, CAC, Section 50783.

C. It is important to know the payment status and communication codes
to properly utilize the RSDI/UI/DI information. The following Two
instructions provide this informatiom:

1. Instructions for interpreting the report of RSDI.

2. Instructioms for interpreting the UI/D1 formats on the report
of RSD1/UI/DI.

II. INSTRUCTIONS FO‘R INTERPRETING THE REPORT OF RSDI (PVS040-4)
Numbers in parentheses are keyed to items on the Report of RSDI.

GENERAL CASE INFORMATION

(1) ROUTE: The county uses this information to route the report
to the district and worker.

{(2) RUN DATE: Date the report was printed.

Section 50167 MANUAL LETTER NO. 80 (8/8/85) ’ 4L-1




(3) PAGE: RSDI income of all persons in a case will be listed on
the report. Each person’'s income will be shown on a separate
page. Persoms in a case having more than one type of benefit
payment will appear under the case number but on a separate

page.
(4) CASE NO.: Includes aid code and case number.

(5) CASE NAME: Surname used by the county to identify the case.
(6) SSN: This is the SSN provided by the recipient.
-(7) CASE STATUS: Whether the case is mew or continuing.

(8) TYPE OF INCOME: The Report of RSDI will show RSDI and either
Ul or DI income for one or more persons in the case. A
person should not receive Ul and DI at the same time.

RSDI BENEFITS

(9) NAME AND SEX (as reported by SSA): This refers to the persom
in the case who is receiving RSDI.

(10) RECEIVED mm/yy: This is the month and year that the NEW
MOKTH's check is dated, e.g., 01/83 means that the RSDI check
was dated 1/3/83 and should also be received about January 3.
The new month could be different for RSDI, UI, and DI. ’

(11) oD BENEFIT: What the bemefit amount was before it changed.

(12) NEW BENEFIT: The amount of the RSDI benefit for the most
current month reported. If there were no changes.from the
previous month, a report will not be generated.

(13) INITIAL DATE OF ENTITLEMENT: The date the persom was first
entitled to receive RSDI. This does not necessarily indicate
when the first benefit amount was paid.

(14) PAYMENT STATUS CODE: This identifies the RSDI status of the
person in the month of the payment. The report will indicate
the meaning of the payment status code on the "Pay-message”
lines (17). Major pay codes and messages are listed below.

Section 50167 MANUAL LETTER NO. 80 ( 8/8/85) 4L-2
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4M - Verification - "

Ny

The following are guidelines to be used in verifying eligibility when determining Medi-Cal. Itis not
intended to repeat or replace regulatory material in Title 22, California Code of Regulations (CCR).
This procedure is all inclusive and attempts to summarize instructions provided under other articles
within the Medi-Cal Eligibility Procedures Manual (MEPM). To the extent possible, this procedure
cross-references other documentation where a full description of the item is provided. Counties
shall refer to the documentation cross-referenced in this article if a more comprehensive explanation

of a specific issue is needed.

Verification means the process of obtaining acceptable evidence of items necessary to determine
Medi-Cal eligibility which substantiates statements made by an applicant or beneficiary on the
Statement of Facts form MC 210 or Medi-Cal Annual Redetermination form MC 210 RV. Verification

is to be provided at:
» initial application, reapplication and restoration;

» annual redetermination for items necessary to determine continued Medi-Cal eligibility,
subject to change, and not previously verified;

. anytime a change in amount/source/provider of resources, income, or expenses is reported
by the applicant/beneficiary or discovered by the County Welfare Department (CWD), and

4

» requests for retroactive Medi-Cal coverage.
Documentary evidence (written confirmation) is to be used as primary source fot.all items.
When documentary evidence is required but is unavailable and all other verification attempts have

been attempted and are unsuccessful, then a swomn affidavit signed under penalty of perjury by the
applicant/beneficiary is acceptable as verification except for the Social Security Number (SSN).

I. VERIFICATION PRIOR TO APPROVAL OF ELIGIBILIEY
Reference: -Title 22 CCR Section 50167

: y
A. Verification of Income
Reference: Title 22 CCR Section 50167 (a), (7); 50507; 50518; 50503; 50186; MEPM Article 10 and 15

(1) Earned Income

<

e one pay stub (pay stub not required to have been issued within the last 30
days but must accurately reflect the amount reported on the application;
see ACWDL 00-31 and Errata 00-31E) .

e acopy of last year’s federal income tax return that accurately reflects the

current income
e asigned letter from the employer that shows the gross amount and date

of paycheck
« if verification cannot be obtained by one of the above methods, the

SECTION NO.: 50167 .MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 1
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applicant/beneficiary can sign a statement, under ‘penalty of Rerjury,
indicating his/her gross monthly earned i lncome

(2) Unearned income

» award letter or most recent cost-of-living increase notice

* JEVS/PVS printout

s current bank statement if the applicant has direct deposit (NOTE: the deposit
may not reflect gross income if Medicare premiums are being deducted or
an overpayment is being collected from the client’s check)

» copy of the applicant's current benefit check (NOTE: the check may not
reflect gross income if Medi-Cal premiums are being deducted or an
overpayment is being collected from the client’s. check)

» signed statement from the person or organization providing the income

(3) Self Employment

» receipts showing gross earnings and expenses

» business records (profit and loss statements)

» copy of most recent federal individual tax return (IRS 1040) and

appropriate Schedule D - Capital Gain or Loss.
(4) Use of Tax Return to Verify Income 4
3

A copy of the most recent federal individual income tax return (IRS 1040{,
1040EZ, etc.) is acceptable verification of any type of income if it accurately
reflects the income reported on the application. {

(5) Verification of Unconditionally Available Income

Unconditionally available income is income the applicant/beneficiary only has to
claim or accept. A applicant/beneficiary must apply for unconditionally available
income as a condition of eligibility. Only the individual who refuses to apply for
or accept unconditionally available income will be ineligible. Examples of
unconditionally ‘available income are Disability Insurance Benefits (DIB),
Retirement, Survivors, Disability Insurance (RSDI) benefits, Veterans
Administration (VA) benefits and Unemployment Insurance Benefits (UIB).

All applicants/beneficiaries should be considered potentially eligible for UIB and
should be referred to the Employment Development Department (EDD) to apply
for UIB; however, counties should not refer applicants/beneficiaries in the
following circumstances:

» individuals who have not worked in employment covered by UIB
* individuals who have a UIB claim pending

» individuals who are receiving or have exhausted their UIB

» individuals who are receiving DIB

» individuals who are full-time employed

SECTION NO.: 50167 MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 2
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individuals who are covered under Title 22, CCR, Seoyon 50211
individuals denied or discontinued from the vIB program

children under 16 years of age with np employment history

applicants who are applying for restricted Medi-Cal benefits (see ACWDL

93-59)

(6) Inkind Income

Verification is only required if it is earned or the applicant/beneficiary claims the
amount is a lower value than the presumed maximum established in accordance
with Title 22 CCR, Section 50511. Written statement from the provider is

acceptable as verification.

(7) Fluctuating Income

Check stubs or a signed statement from the person or organization making the
payments including the amount and frequency of the payments.

(8) Tip Income

» amount reported on pay stub

» the amount actually reported by the applicant/beneficiary

» if there is a discrepancy between the amount reported on the pay stub and
the amount reported by the applicant/beneficiary, the a'pphcant/beneﬂcuary
can sign a statement, under penalty of perjury, as to the reason for the

discrepancy
(9) Temporary Worker’s Compensation (TWC)

An award letter from the insurance company or other entity which identifies the
payment as temporary, the amount of the payment and the schedule of payments.

(1 0) Veteran’s Benefits or Aid and Attendancé Payments

. cdrnpleted Veterans' Benefits Verification and Referral form (CA 5)
» viewing the Veterans’ Administration check and documenting in the case
narrative (unable to copy check)

(11) Interest and Dividend Income

IRS Interest Income Statement Form 1099
bank statement (yearly, quarterly, monthly)
account statement '
payment records’(notes/mortgages)

SECTION NO.: 50167 .MANUAL LETTER NO.: 274 DATE: 02/25/03 4M-3




i

MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

(12) Child Support/Spousal Support ‘ g o N

e court papers

o District Attorney/Family Support (DAFS) records
e sworn affidavit from the absent parent

e copy of check

(13) Dependent Care Costs

Acceptable verifications for those who incur child care costs or costs of care for
an incapacitated person while someone is employed include:

e receipts
e cancelled checks
« signed statement from the person or organization receiving the payments

(14) Educational Grants and Loans
Financial aid papers provided by the college.

(15) Net Income from Property

7
o

* lease or sales agreement y
» bookkeeping records (including expense receipts, tax returns, sales -
records)

(16) Health Care Benefits

An applicantbeneficiary who has Other Health Coverage (OHC) must provide
information about the coverage as a condition of eligibility. The Health Insurance
Questionnaire (DHS 6155) form must be completed.

B. Real and Personal P{operty <

See Title 22-€CR, Article 9; MEPM Article 9 and All County Welfare Directors Letters for
specific information on various property items by Medi-Cal program.

s

C. Evidence of Residence
Reference: Title 22 CCR Section 50167 (a), (10) and 50320.1

California residency is a requirement for Medi-Cal eligibility.

Ed
In determining whether a Medi-Cal applicant/beneficiary meets residency requirements,
the CWD must consider all available evidence, including evidence that supports a claim
of California residency, as well as, evidence that contradicts a claim of residency.

SFCTION NO - 50167 MANUAL LETTER NO.: 274 DATE: 02/25/03 4M-4
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Documents provided as evidence of California res:dency must includg a California address
for the applicant/beneficiary. However, the address ‘dn°the document need not be the
current address. Document provided by a homeless person must be considered even if
it does not include an address for the applicant/beneficiary. Evidence includes but is not

limited to:

+ a current California driver’s license or identification card
e a current California vehicle registration form

e any evidence the applicant is employed in California
» any evidence the applicant has registered with a public or private employment

agency in California
« any evidence that the applicant has enrolled his or her children in a California school

« any evidence that the applicant is receiving public assistance in California
» a voter registration form or receipt, a voter notification card, or an abstract of voter

of registration

Applicants must compete and sign the Medi-Cal Residence Declaration (MC 212) stating
both of the following apply:

« they do not own or lease a principal residence outside the state of California (unless
exempt under Title 22 CCR Section 50425), and
» they are not receiving public assistance outside of this state

D. Identity
Reference: Title 22 CCR Section 50167 (a), (6) -

A California Driver's License (CDL) or identification card issued by the 'Department of
Motor Vehicles is the first choice for identification. The following, or any other document
that the CWD deems acceptable, can be used to verify identity.

* United States cmzenshlp or Alien Status document (e.g., passport)
» Birth Certificate :

» * School Identification Card

» Marriage Record

» Work Badge

e Church Membership or Baptism/Confirmation Record
* Social Security Card

Identity is not required for gersons who are:

» institutionalized and verified by the facility

» receiving Medi-Cal through the Aid for Adoption of Children program

» children and identity of one parent is verified; however, if only children are
applying, the county shall not require the parent’s SSN

 children requesting Medi-Cal for Minor Consent services in accordance with Title

22 CCR Section 50147 .1

SECTION NO.: 50167 MANUAL LETTER NO.: 274 DATE: 02/25/03 4M- 5
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e children who are not living with a parent or relatlve and for whom a ,publlc agency
is assuming financial responsibility in whole or in part’

» not acting on their own behalf and a government ljepresentative, such as a public
guardian, is acting for them

e the spouse of a person whose identity has been verified

E. Verification of Alien Status

Reference: Title 22 CCR Section 50167, (a), (3); 50301.1; 50301.2; 50301.6; MEPM Article 7

Alien status shall be verified following the guidelines outlined in MEPM Article 7 (also see
ACWDLs 89-59 and 90-15). -

Verification of U.S. citizénship is not required unless:

the individual claims U.S. citizenship but was born outside of the U.S. (including
children who were born in another country to U.S. citizen parents)
» there is conflicting information about the individual’s citizenship status

e citizenship is doubtful
 documentation provided does not appear valid
» the individual claims to be naturalized citizen

.

Systematic Verification of Entitlements (SAVE) J
The SAVE system is used to verify immigration status of Medi-Cal app!vcants and

beneficiaries who claim Satisfactory Immigration Status (SIS). A SAVE request is'to be
completed and forwarded to the Immigration and Naturalization Service (INS) on every
applicant or beneficiary who claims SIS. When the primary SAVE request is retumed by INS
and indicates “institute secondary verification”, then the G-845 form must be completed and

forwarded to INS.

Statement of Citizenship (MC 13)
Medi-Cal applicants must complete and sign the MC 13 (see MEPM Article 7G). A new MC

13 is required anytime the beneficiary’s immigration statgs has changed.

-

%

. Pregnancy _
Reference: Title 22 CCR Section 50167 (a), (8)

Acceptable pregnancy verification is a written statement from a:
» physician .

physician’s assistant

certified nurse midwife

certified nurse practitioner

licensed midwife, or .
designated medical or clinic personnel with access to patient’s medical record.

A signed stamped photo copy or carbon copy is acceptable, as long as, it is initialed or
counter-signed by the designated medical or clinic personnel providing the verification. The
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carbon copy signature that appears on the Pregnancy Verificatior of the Presumptive
Eligibility, “Application for Medi-Cal Program Onl)/ (PREMED2), does not need to be

initialed.

Pregnancy verification should include the Estimated Date of Confinement (EDC). If
pregnancy verification does not include the EDC, the eligibility worker may ask the
applicant/beneficiary for the expected date of birth. A verbal statement made by the
applicant/beneficiary regarding the EDC is acceptable and must be documented in the case

narrative file.

Pregnancy verification is not required for women applying for minor consent services.

Self-Declaration of Pregnancy )
An applicantbeneficiary may self-declare pregnancy on the application, the Statement of
Facts form, or by any other signed document. When the self-declaration is made verbally,
the eligibility worker must document this fact in the case narrative. The unborn is only
counted as one child for maintenance need calculation purposes unless written medical

pregnancy verification indicates multiple unborn children.

e For the purpose of self-declaring a pregnancy, medically verified is defined as
information received by the applicant/beneficiary from a medical provider indicating
that a positive pregnancy result has been confirmed or through a home pregnancy
test with a positive result. /.

5

» Women seeking pregnancy-related only services, whose income is at or below the
200 percent Federal Poverty Level (FPL) program, are allowed to self-declare that
their pregnancy has been medically verified. Individuals must be income eligible to
receive pregnancy-related only services and placed under the appropriate FPL

percent program category.

e Women seeking full-scope coverage, whose only linkage to eligibility is the
pregnancy, can self-declare that their pregnancy has been medically verified and

allowed sixty (60) days to provide proof of pfegnancy.

* ~When bng_egnancy verification is not provided within sixty (60) days, counties must
discontinue full-scope benefits with timely and adequate notice and must review
iiicome eligibility for placement under the appropriate FPL percent program category

for pregnancy-related only services.

K
G. Verification of Blindness/Disability
Reference: Title 22 CCR Section 50167 (a), (1); MEPM Article 22

Acceptable verification includes:

» proof of Social Security (Title Il) benefits based on disability or blindness
» proof of Supplemental Security Income/State Supplemental Payment (SSI/SSP)
benefits based on disability or blindness

SECTION NO.: 50167 . MANUAL LETTER NO.: 274 DATE: 02/25/03 4M-7




i

MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

» proof of Railroad Retirement benefits based on pérmgnqpt and totdl disability

Receipt of one of the above types of disability benefits can be adopted for Medi-Cal disability
determination and a referral to State Programs-Disability Adult Program Division (SP-DAPD)
is not needed. However, if the applicant is not in receipt of one of the above disability
benefits, then a disability packet must be completed and sent to SP-DAPD (see MEPM

Article 22) for a disability determination.

Receipt of disability benefits under other programs (e.g., State Disability Insurance (SDI),
Veteran’s Administration, Worker's Compensation) does not establish disability for Medi-Cal.

H. Verification of Incapacity
Reference: Title 22 CCR Section 50167, (a), (2) and 50211

Acceptable verification includes:

» proof of Social Security (Title 1) benefits based on disability or blindness
» proof of SSI/SSP benefits based on disability or blindness
e proof of SDI or Worker's Compensation

Verification of one of the above types of disability benefits verifies incapacity; however, if the
applicant does not receive one of the above types of benefits, then one of the verifications

listed below is required: 3

» a current Medical Report or certificate of disability form E

» a written statement signed by a physician, licensed or certified psychélogist, or
authorized member of their staff which documents that incapacity exists and gives
the expected duration of the condition

When a current Medical Report or a written statement cannot be obtained without delay,
then a verbal statement from a licensed physician or an apthorized member of their staff
shall be accepted as verification for up to sixty (60) days pending receipt of written
verification.” . 3

. 4 "
Verification from a Chiropractor is not acceptable evidence of incapacity.

l. Legal Responsibility for a Child
Reference: Title 22 CCR Section 50167 £a), (4)

Whenever a child is applying alone on the basis that neither the parents nor any agency will
accept legal responsibility for the child, then the CWD must verify that fact. Verification can
be any verbal or written communication with the parent(s) and/or agency.

Ed
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J. Substantial Gainful Activity (SGA) o Y
Reference: MEPM Article 22 B

SGA disability, as determined in accordance with Section 50223 (a)(2), shall be verified by
following procedures established by SP-DAPD.

K. Former Home Listed for Sale
Reference: Title 22 CCR Section 50167 (a), (9); MEPM Article 9

Any documentation from a licensed real estate broker that substantiates the property is listed
for sale.

. VERIFICATION REQUIRED WITHIN SIXTY (60) DAYS OF APPROVAL
Reference: Title 22 CCR Section 50168

A. Social Security Number (SSN)

The SSN for all applicants or beneficiaries must be verified within sixty (60) days of the date
of initial application unless: ;

o4y

» the individual is applying for Restricted Medi-Cal or Minor Consent Services
» theindividual is a newborn (SSN will be required for the newborn by the age of one

year) .

Application for an SSN or evidence of an SSN shall be confirmed by viewing:

» SSA district office notification that application for an SSN has been made
e a completed SS-5 (application for an SSN form) or completed MC 194 (referral

notice)
> . completed SSA 2853 (application for SSN for newborn)

i

ifa somal secunty card is not available, acceptable evidence is:

» asocial security award letter
e Medicare Card or check from SSA showing the applicant name and SSN with the

letters A, HA, J, T, or M following the SSN
» other documentation from SSA upon approval by the CWD
» MEDS printout indicating a “J” code in the SSN-VER field

SSN’s cannot be required for persons not applying for Medi-Cal (e.g. parents applying for
children only). Counties may reqtiest the parent's SSN but must note that providing the non-

applicant parent’s SSN is voluntary.

The signature on the Statement of Facts shall not be accepted as verification of a person’s
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IV. EXPARTE REVIEWS

SSN or application for a SSN. Counties are reminded that oniy mdlwduals agplynng for full-
scope Medi-Cal are required to provide proof of a SSN. R

B. Medicare
Medicare Eligibility is verified by viewing:

e the Health Insurance Card (HIC) and number

e a social security award letter displaying the individual’s HIC number
e a bill for Premium Part A or Part B (SSA 1545)

e MEDS printout (QB screen)

1. VERIFICAT'ON REQUIREMENTS FOR RETROACTIVE MEDI-CAL
Reference: Title 22 CCR Section 50148 and 50197

The CWD shall not require additional verification beyond that used to determine initial and
ongoing eligibility when the applicant or beneficiary completes the MC 210 A and indicates there
is no change for the requested retroactive month(s).

When the applicant or beneficiary completes the MC 210 A and indicates a change in either
income, property, health insurance, number of people living in the home or California résidence
between the retroactive month(s) requested and the current signed Statement of Facts then
verification of the change is required.

Reference: Senate Bill (SB) 87 and ACWDL 01-36 : A_,,!ﬁ

To avoid unnecéssary ahhs‘,,repetitive requests for verification that can add to administrative
burdens, make it difficult for individuals and families to retain coverage, and cause eligible
individuals and families to lose coverage, counties shall conduct ex parte reviews to the extent

possible.
Relevant information and verification from all public assistance case files (e.g., Medi-Cal,
CalWORKSs, Food Stamps, IHSS, Foster Care, etc.) shall be obtained when appropriate.

Additionally, information and verification from other resources including but not limited to MEDS,
IEVS, SDX, BENDEX, DAFS Child Support must be used in the ex parte review.

z
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V. ADDITIONAL VERIFICATION REQUIREMENTS

3

The CWD shall not require additional verifications when the applicant or beneficiary has been
previously aided in another public assistance program (CalWORKSs, Food Stamps, Medi-Cal,
IHSS, etc.) and verifications in those case files are less than twelve (12) months old and
consistent with reported information on the application for Medi-Cal. However, when
verifications in those case files are inconsistent with what is reported by the applicant or
beneficiary, then current verification must be requested.
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4N—TIMELY REPORTING BY PUBLIC GUARDIANS/CONSERVATORS OR BENEFICIARY
REPRESENTATIVES

A major cause of eligibility errors refiected in Medi-Cal cases for individuals in Long-Term Care, or
others having a conservator, is the failure of the beneficiary or their representative to report changes
to the county welfare department (CWD) that may affect Medi-Cal eligibility. The following definitions
should be noted to avoid possible confusion in regard to the application processes surrounding
persons who have a government representative, conservator, or other representative handling their

affairs:

Authorized Representative: A person specifically designated in writing by the
applicant/beneficiary to accompany, assist, and represent the applicant/beneficiary in
the Medi-Cal application/redelermination or fair hearing process. An Authorized
Representative cannot act on behalf of an incompetent individual.

Conservator: A person appointed by the court to act as the guardian, custodian, or
protector of another.

Public Guardian: A county agency acting as a public entity appointed to act on
behalf of persons who have lost their ability, either mentally or physically, o handle
their own affairs. The public guardian acts as the individual's advocate. No private
person is allowed lo be a “public guardian.” The authority vested to the public
guardian is derived from the probate code and, for mental health issues, through the
Lanterman-Petric-Short (LPS) Conservatorship Act.

Representative: A person acting on the behalf of another who is incapable of
handling his/her own personal or business affairs. The representative must have
specific and personal knowledge of the incompetent individual's circumstance. The
representative may be a friend, relative or someone else that has known the
applicant/beneficiary and will act responsibly on his/her behalif.

The public guardian frequently representis aged, blind, and disabled persons for Medi-Cal purposes.
The public guardian, or other representatives, often have conservatorship responsibilities but, in
many instances, fail to understand the importance of keeping the CWD informed timely when
changes occur to the recipients circumstances. Many of these changes are a result of changes to
income, property, health coverage, and even dealh.

Regulations specifically exempt the public guardian from the required face o face interview for
application [Title 22, California Code of Regulations (CCR) , Section 50157(b),(d}(2)] and all aged,
blind, disabled persons are exempt from the face to face interview at redetermination [Title 22, CCR,
Section 50189(d)]. Due to this exemption, it is very important that the public guardian, authorized
representative, or conservator be aware of her/his on-going responsibilities.

The DHS 7068, Responsibilities of Public Guardian/Conservators or Applicant/Beneficiary
Representatives, has been developed and revised 1o assist the counties to inform the public
guardians, conservators, and representatives of their reporting responsibilities. The DHS 7068iis to
be given or mailed to the public guardian, conservator, or to the representative at the time of the
initial application and at each redetermination. The DHS 7068 is printed on NCR paper. The white
copy (lop sheet) is to be used at application and redetermination time, and should be filed in the
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case file. The yellow copy (second sheet} is o be kept by the public guardian, conservator, or
represeniative. (Note: Signature, address and telephone number of the public guardian,

conservator, or representative is required on this form.)

A copy of the MC 219, important information for Persons Requesting Medi-Cal, must
accompany the DHS 7068. The MC 219 must be signed and dated by the public guardian,
conservator, or representative and kept in the case file.

If the CWD mails the DHS 7068 to the representative, the following suggested cover letter may be

used.

SAMPLE SAMPLE
O 0]
O {address block} O
0] C DATE:
0 0

As the Public Guardian/Public Conservator of your county, or as the applicant’s or beneficiary’s
representative, you have the responsibility to act on behalf of the individual you represent.

Title 22, CCR, Section 50185 (a)(4), requires Medi-C.  eneficiaries or persons acting on their
behalf to report to the county welfare department any changes in circumstances affecting eligibility @
or share of cost within ten calendar days following the date the change occurred.

Additionally, in the event of the beneficiary’s death, Probate Code, Section 700.1, and Welfare and
Institutions Code, Section 14009.5, require you to report the death of the beneficiary within 90 days
of the date of death to the following address:

DHS - Third Party Liability Branch
Recovery Section/Estate Recovery Unit
MS 4720

P.O. Box 997425

Sacramento, CA 95899-7425

The attached DHS 7068 (Responsibilities of Public Guardians/Conservator or applicant/
Beneficiary Representatives) serves as your acknowledgement of your responsibiliies as the
representative of the applicantbeneficiary. Please complete the form and return the white copy to
the eligibility worker. You should retain the yellow copy for your files.

If you have any questions regarding this form, you may contact

at

SAMPLE SAMPLE SAMPLE @
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o Sute of Cakormua—riapiin and Human Saraces Agency B of Haakh 5.

RE:

Worker number

RESPONSIBILITIES OF PUBLIC GUARDIANS/CONSERVATORS
OR APPLICANT/BENEFICIARY REPRESENTATIVES

You have accepted the responsublllty to act on behalf of
State law and regulation require you to report to the county welfare department any changes in the cnrcumslances

of the applicant/bepeficiary within ten calendar days following the date the change occurred. You must also
cooperate fully on behalf of the beneficiary in any review that may be required for quality control purposes.

Changes which niust be reported within ten days include, but are not limited to.
A change in the beneficiary’s property, including community property.
A change in the beneficiary’s income.

Entitlement to Veteran’s Benefils or an increase in Veteran's Benefits.

2w oN o

Changes in health insurance coverage including enrollment in available health insurance or the discontinuance
of health insurance.

. Achange in the beneficiary's living amangement, household members, or residence.

5

6. The death of the applicant/beneficiary.

7. Achange in guardianship/conservator or representative status.

8. Any other change in circumstances which may affect eligibility or share of cost.

You are also required (pursuant to Probate Code, Section 700.1, and Welfare and Institutions Code
Section 14009.5) to report the death of the beneficiary within 90 days of the date of death to:

DHS-Third Party Liability Branch
Recovery Section/Estate Recovery Unit
MS 4720

P.O. Box 997425

Sacramento, CA 95899-7425

Refer to “IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL™ (MC 219) for a more complete
list of your reporting responsibilities.

I hereby state, under penalty of perjury, that the information on this form has been reviewed by me and that | fully
understand my responsibilittes as the guardian, conservator or representative of

Name of Banafcaary
Signature of Guartan/Congervaior or Represantaive Dxa
OMdMWuwm Teinp ol G /Ci anar or R
Onginal—Case File Copy—Guardian/Conservator or Represeniative
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State of Caltfornir—Health and Welare Agency - Deparcnent of Heaith Services

Worker Number

RESPONSIBILITIES OF PUBLIC GUARDIANS/CONSERVATORS
OR APPLICANT/BENEFICIARY REPRESENTATIVES

You have accepted the responsibility to act on behalf of

State law and regulation require you to report to the county welfare department any changes in the cxrcumstancs
of the applicant/beneficiary within ten calendar days following the date the change occurred. You must also
cooperate fully on behalf of the beneficiary in any review that may be required for quality control purposes.

Changes which must be reported within ten days include. but are not limited to:
1. A change in the beneficiary’s property. including community property.
A change in the beneficiary’s income.

Entitlement to Veteran's Benefits or an increase in Veteran's Benefits.

Lol S

Changes in health insurance coverage mcludmg enrollment in available hezalth insurance or the
discontinuance of health insurance.

5. A change in the beneficiary’s living arrangement, household members, or 'residmcc.
“he death of the appiicant/beneficiary.

7. A change in guardianship/conservator or representative status.
8. Any other change in circumstances which may affect eligibility or share of cost.

You are also required (pursuant to Probate Code. Section 700.1. and Welfare and Institutions Code
Section 14009.5) to report the death of the beneficiary within 90 days of the date of death to:

Department of Health Services -
Recovery Section

PO. Box 2471

Sacramento, CA 95812-2471"

Refer to “IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL™ (MC 219) for a more complete 1i
of your reporting responsibilities.

1 hereby state. under penalty of perjury. that the information on this form has been reviewed by me and that I fu
understand my responsibilities as the guardian, conservator or representative of

Name of Benefictary

Signature of Guardian/Conservator or Representative Date

:n“dWWCRM Teicpbone Number of Guardian/Conservator or Represent:

White—Case Copy Yeliow—Guardian/Conservator or Representatve Copy
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40 —— ONE MONTH EXTENDED ELIGIBILITY
(EDWARDS v. MYERS)

The following procedural instructions are for the purpose of further defin-
ing extended eligibility under the Edwards v. Myers court order.

BACKGROUND

The court order in the Edwards v. Myers case provides for uninterrupted
Medi-Cal coverage with no share of cost for families/persons discontinued
from Aid to Families with Dependent Children (AFDC) until a reevaluation of
the family's/person's eligibility or imeligibility for Medi-Cal omly is
completed and adequate and timely notice is issued. ' In making the redeter=
mination, the county may not need  to seek  additional- information beyond
that already in file. If the available information would permit continued
Medi-Cal eligibility on some other basis, then a notice reflecting the
interprogram transfer of Medi-Cal eligibility should be sent. Where the
county has insufficient information to determine whether a recipient is
still eligible for Medi-Cal, the AFDC temmination notice should specify the
information needed to reinstate Medi-Cal only. Such a termination notice
would be sent only if the recipient has not complied with the procedures
which the county .is required to have for reporting, as set forth in
Sections 50185 (a) (3) and (4) and 50191. This provision applies to all
persons discontinued from AFDC effective April 30, 1982 and forward for any
Teason other than the $30 and one-third disregard. Additionally, families
eligible for Four Month Continuing must also be granted extended mo share-
of-cost coverage following the discontinuance of Four Month Continuing if a
reevaluation is not completed prior to the end of the fourth month and in
sufficient time to allow for a tem-day notice if the Medi-Cal-only eligibility
detemination adversely. affects the family.

ELIGIBILITY

If the reason for AFDC discontinuance is also a condition of Medi-Cal
eligibility, or the Medi-Cal-only eligibility determination can be completed
at the same t:me the AFDC determination of ineligibility is nade, ., extended
Medi-Cal benefits under this category are not required. Referrals to
Continuing Medi-Cal are mot to be made for pe: persons being discontinued from
AFDC due to one of the following reasons (the appropriate Title 22 section
must be cited on the AFDC Notice of Actiom):

. Lloss of contact. (Section 50175 (a) (5))
. Death of recipient. (Section 50176)

. Loss of California residence. (Section 50320)
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. Failure to complete the redetermination (remewal) process. (Section
50189) : :

. Recipient's request and recipient indicates the request to be discon-
tinued from assistance includes Medi-Cal. (Sectiom 50015)

. Admission to an institution which renders the person imeligible.
(Section 50273)

The Notice of Action used to discontinue AFDC must also state that Medi-Cal
benefits (mot just cash-based Medi-Cal) are also being terminated, and the
applicable Title 22 section authorizing the Medi-Cal discontinuance must be
cited on the notice. :

If it is not possible to immediately make a determination of imeligibility
for Medi-Cal only and send adequate and timely notice at the time of AFDC
discontinuance, no share-of-cost Medi=Cal must be continued until an evalua-
tion of Medi-Cal-only eligibility can be made. A Notice of Action must be
sent which contains the following wording: ‘ .

"Due to an injunction issued in the Edwards v. Myers lawsuit, you are
entitled to continue to receive no share-of-cost Medi-Cal coverage
following your discontinuance from AFDC until your eligibility for
Medi-Cal only can be determined.

"If you are interested in having your eligibility for Medi-Cal only
detemmired, you must complete the enclosed Application/Statement of
Facts and return these forms to the county department within 20 days
of the date of this notice. If you meed assistance in completing the
foms, please call .

If the beneficiary does not return the Application/Statement of Facts by
the 20th day, a 10-day Notice of Action.is to be sent discontinuing the
extended no share-of-cost Medi-Cal.

If the forms are returned by the 20th day, the beneficiary's eligibility
for Medi-Cal only should be immediately determined. A face to face is
optional. If the beneficiary is found imeligible for Medi-Cal omnly or
eligible with a share of cost, the extended no share-of-cost Medi=Cal
coverage cannot be discontinued until a ten-day Notice of Action can be
gsent. If the Medi-Cal-only determination does mot adversely impact the
family's/person's entitlement to Medi-Cal (determined eligible with no
share of cost), a Notice of Action discontinuing the extended Medi-Cal
coverage must be sent in sufficient time to reach the benmeficiary by the
effective day of the discontinuance.
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IMPACT ON EMERGENCY ASSISTANCE AND THE NONFEDERAL AFDC PROGRAMS

Emergency Assistance Program (EAP)

Persons who receive aid under EAP only, without subsequent receipt of
state-only AFDC-U, are not eligible for continuing Medi-Cal under with the
Edwards v. Myers court order (Aid Code 38) or Four Month Continuing (Aid
Code 39) because EAP is not an AFDC program.

Nonfederal AFDC Program

Adults who are in state-only AFDC-U cases because they do not meet connection
to the labor force requirements.are not.eligible for cash-based Medi-~Cal,
nor are they entitled to Medi-Cal under Edwards v. Myers. Adults in other
nonfederal AFDC cases who were also entitled to Medi-Cal (see Article 5D)

are entitled to extended eligibility under Edwards v. Myers. Childrem in
nonfederal AFDC cases, including state-only AFDC-U, are entitled to extended
eligibility under Edwards v. Myers.

Discontinuance From AFDC Because Deprivation No Longer Exists

When deprivation ends (e.g., an absent parent returns to the home) and the
medically indigent adult persons are not eligible for Medi-Cal as medically
needy (MN), adequate and timely notice of Medi-Cal discontinuance must be
sent. These persons are not entitled to extended no share-of-cost Medi-Cal
eligibility.

" Alleged Disability

When the county has determined that there is no basis for continuing Medi-
Cal eligibility and the beneficiary alleges disability, he/she should be
advised of his/her right to apply as a disabled person. (Refer to 4A
through 4F.) These persons are not emtitled to extended no share-of-cost
Medi-Cal pending the disability determination.

PROCESSING

Completion g Forms

The CA 1 may, at the county's discretion, be mailed with the Statement of
Facts (MC 210). The CA 1 is not mandatory. If, at the time AFDC is being
discontinued, the county has sufficient information to discontinue Medi=-Cal
eligibility also but fails to do so, there is no need to send the MC 210/CA 1.
However, the family is emtitled to extended no share-of-cost Medi-Cal
coverage until a2 ten-day mnotice can be issued advising the family of their
Medi~-Cal imeligibility.
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Verification

As Edwards v. Myers continuing eligibles (Aid Code 38) are treated as
continuing cases rather than new applications, a reasonable amount of time
should be given in which to submit verification and other necessary infor-
mation. The 60-day requirement does not apply. Medi-Cal eligibility under
the MN or medically indigent (MI) program can be granted prior to receipt
of all necessary verification if the county department has sufficient
information to make the MN/MI detemmination. A face-to-face interview is
not mandatory for Edwards v. Myers cases.

County of Responsibility

Should a beneficiary move to a mew county during the month of Edwards v.
Myers eligibility, the county in which the beneficiary was receiving Aid
Code 38 eligibility is respomsible for evaluating ongoing Medi-Cal eligi-
bility and transferring the case to the new county in accordance with

. Title 22, California Administrative Code (CAC), Section 50136."

Medi-Cal Family Budget Unit

When a family is on Edwards v. Myers extended Medi-Cal coverage (Aid Code 38)
and other family members apply for Medi-Cal omly (i.e., an absent parent
returns to the home), the income and needs of the Aid Code 38 eligibles

must be included in determining the eligibility of other family members.

. 1f the other family members are detemmined to have a share of cost, only
‘those family members may apply their medical expenses toward meeting the
share of cost. The Aid Code 38 family members are not to be listed om the
Record of Health Care Costs form, as they have received full complenent
Medi-Cal cards with no share of cost.

NOTE: While the provisions of the Edwards v. Myers court order specifically
apply _z to AFDC discontinuances and the expiration of Four Month Contin-
uing, Title 22, CAC, Section 50183, specifies that a person or family whose
Medi-Cal eligibility has been discontinued under any program other than
Supplemental Security Income/State Supplementary Payment shall be evaluated
by the county department to determine if Medi-Cal eligibility exists under
any other program. This evaluation, which is not to be considered extended
eligibility under Edwards v. Myers (Aid Code 38), includes persoms in Nine
Month Continuing, individuals who are no longer linked, etc.
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' 4P — CHILD HEALTH AND DISABILITY PREVENTION (CHDP) PROGRAM

The Medi-Cal eligibility worker (EW) has three major CHDP responsibilities:

1. INFORMING
2. DOCUMENTATION OF INFORMING
3. REFERRALS

The following procedures assist all clients in learning about the CHDP
Program and ensure that the program meets all its case management responsi-
bilities to the client:
I. INFORMING
A. In all cases, CHDP informing by the Medi-Cal EW:
1. 1Is dome at intake and annual redeterminatioms.
2. 1Is done face to face.

3. 1Is dome in a language underétood by the applicant.

4. Is done with persons under 21 years of age, or with those . -
persons who have responsibility for those who are under 21

years of age.
B. The EW must:

1. Give an approved brochure to the applicant. The brochure ‘
given must be in a language understandable to the applicant.
Approved Cambodian, Chinese, English, Laotian, Portuguese,
Samoan, Spanish, Tagalog, and Vietnamese versions of the CHDP
brochure are available.

2. Give a verbal explanation of the CHDP Program. All of the
following information points are contained in the brochure,
and must be included in the verbal explanation:

a. The benefits of regular health checkups.

b. How CHDP services can be obtained.

¢. How specific information can be obtairned on the location
of the nearest providers participating in the program.

(CHDP provider lists are available from the local CHDP
program.)

Sections 50157, 50184 MANUAL LETTER No. 92 (9/15/86) 4p-1




MEDI-CAL ELIGIBILITY MANUAL

d. What is included in a complete health checkup.

e. How often a checkup can be obtained through the CEDP
Program.

f. That persons on Medi-Cal under age 21 can receive regular
checkups.

g. That if needed, diagnosis and treatment services covered
* by Medi-Cal will be paid for by Medi-Cal after the share
of cost, if any, is met.

h. That assistance with arranging for tramsportation,
scheduling appointments, or referral to otner mneeded
services will be provided if a family requests this
assistance.

i. That if the eligible person or family does not want the
CHDP services right away, the person may request them at
a later date as long as the person remains on Medi-Cal.

J. That the beneficiary may choose to receive the CHDP
services from the provider of his/her chcice.

k. That if a provider does not offer the fu:l range of CHDP
services, the beneficiary can receive those services not
provided if the person requests them of the agency.

1. 7That the CHDP services are available at no cost after
the share of cost, if any, is met to the eligible
person's family. The services are paid for with a proof
of eligibility (POE) label from a Medi-Cal card.

C. Special informing circumstances:

1. Informing the Blind and Illiterate — When a person is blind
or illiterate, B.l and 2 above still must be done. However,
special care needs to be taken with the CHDP explanation to
ensure that the person not only understands the program but
also knows how to use the brochure as a reference.

2. Informing the Deaf —— The program must be explained to a deaf
person, preferably in sign language, and a copy of the brochure
given to the person.
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11. DOCUMENTATION AND REFERRAL RESPONSIBILITIES

A. In all cases the Medi-Cal EW must check the box in the County Use
section of the MC 210, directly opposite the CHDP question, to
indicate that the CHDP brochure and the CHDP explanation were
given.

35.  Services {these questions do not afect your eligibility for Medi-Cal) ' ]

A. Are you ‘interested in physical examinations for any family member under 21 through u;e Chitd
Health Disability Prevention Program? Yes O No J

Are you interested in information on the Family Planning Program? Yes [J No O3

C. Are you interested in talking to.3 social services worker about other services which may be available
toyou? Yes O No [I 1f yes, explain:

B. If the client requests CHDP services or additional CHDP information,
the "Yes" box of question 35.A must be checked, and then Part A of
the CHDP Referral Form (PM 357) must be completed by the Medi-Cal
EW. If the client does not wish to participate in CHDP, or does
not want additional CHDP information, then the "No" box of question
35.A must be checked. No further CHDP documentation for the
person with a "No" response is needed at this time.

Each county welfare department has developed their own CHDP referral
procedures with their local CHDP program. Usually, if more CHDP pro- .
gram information, but no services, has been requested by the applicant,
the family is referred to a CHDP/Early and Periodic Screening, Diagnosis,
and Treatment (CHDP/EPSDT) program specialist to receive the additional
information. If CHDP medical and/or dental services have been requested
by the applicant, then arrangements must be made according to local
procedures. Transportation assistance and scheduling assistance must
be offered and documented as directed if a client asks for CHDP medical
and/or dental services. Arrangements will be made according to local
county procedures.

If the Medi-Cal EW is responsible for arranging for scheduling and/or
transportation, those arrangements must be written down for use by the
client. If no other means is available, the brochure which is given to
the client is a good place to write down these arrangements. When the
agreed upon documentation and referral responsibilities have been
completed by the Medi-Cal EW, and eligibility for Medi-Cal has been
detemined, Copy 1 and Copy 2 of the CHDP Referral Form are sent to
the local EPSDT Unit/CHDP program, and Copy 3 is placed in the Bene-
ficiary's Case Record File.
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I.

I1.

4Q — PROCEDURES FOR LONG-TERM CARE (LTC) ADMISSIONS l
AND DISCHARGES FOR SSI/SSP AND MEDI~-CAL RECIPIENTS

BACKGROUND INFORMATION

The Medi-Cal long-Term Care Facility Admission and Discharge Notifica-
tion Form, MC 171 (revised in May 1980), was developed as a means to
notify the Social Security Administration (SSA) and the counties om a
more timely basis of Supplemental Security Income/State Supplementary
Payment (SSI/SSP) and Medi-Cal recipients who enter or leave an LTC
facility. - The objective is to reduce the number and dollar amount of
overpayments that may occur because of delays in reporting the recipi-
ent's change in status.

The MC 171 is intended for statewide use, and is to be used when
SSI/SSP or medically needy/medically indigent (MN/MI) recipients enter
or leave LTC. The form is to be completed by the recipient, representa-
tive payee, or other person acting on behalf of the recipient, with the
assistance of the facility staff as needed. The LIC facilities are to
send the MC 171 to the appropriate SSA district office and to the
appropriate county welfare departments.

A second form, the Long-Term Care Facility Information for Public
Assistance or Medi-Cal Recipients (MC 1714), was developed for use by
the LTC facilities to advise SSI/SSP and Medi-Cal-only recipients of
the need to complete the MC 171 and -to inform SSA and county departments
of their change in status. Since the MC 171A is for information only,
no action is required by the counties as a result of this form.

These forms may be ordered from Computer Sciences Corporation by the
facilities. Copies of both forms are included in the forms section of
the Eligibility Manual. .

ADMISSIONS PROCEDURES

A. General Instructions

As soon as an SSI/SSP or MN/MI recipient is admitted to an LTC
facility, the MC 171 and MC 171A is given to the recipient by the
facility. The MC 171 form will be completed by the recipient or
a representative payee and the facility; it should be signed by
the recipient if possible. The original of the MC 171 is sent to
the local Social Security office, a copy is sent to the local
county welfare department, and the facility should retain a copy
for their records.

Section 50167 MANUAL LETTER No. 95 (4/10/87) 40-1
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Signing of the form by the recipient is not mandatory, but will
expedite the processing of the case by the Social Security office.
The recipient's signature on the form verifies that there is a
change of circumstance (and possibly status), and allows the local
Social Security office to take immediate action. If a signature
cannot be obtained, the reason will be documented by the facility
representative in the designated space (i.e., comatose bemeficiary).
Documentation is important. If no reason is given, an SSA repre-
sentative must schedule an appointment with the recipient to
document the circumstances prior to taking redetermination action.

SSA Res&nsibilities
SS1/SSP Recipients

Upon receipt of the MC 171, the SSA grant reduction and termination
process is initiated since a properly completed MC 171 (signed by
the recipient) will serve as a first-party report.

A Notice of Proposed Action (SSA 8155A) is prepared and sent to

the recipient immediately upon receipt of a properly completed

MC 171. After the Notice of Proposed Action is issued, the district
office may ask the recipient to waive his or her right to a

timely notice so that action can be taken immediately. If the
waiver is not obtained, the district office will take the appro-
priate action effective no later than 35 days (30 days plus 5 days
mailing time) after issuance of the Notice of Proposed Actionm,

unless the recipient asks for a reconsideration (i.e., fair hearing).

SSA will determine whether or not SSI/SSP payments will be termi-
nated and the effective date of the termination. If terminated,
an SSA "Notice of Change"™ is sent to the recipient. Until such
notice is received, the recipiemt will countinue to receive .a
monthly SSI/SSP gold check and a monthly SSI/SSP based Medi-Cal
card, wvhich is to be used by the facility for billing Medi-Cal.
All questions concerning a person's SSI/SSP eligibility should be
referred to the local SSA offices.
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'C. Department of Health Services Responsibility (Register of SS1/LTC
Beneficiaries)

1. Initiate and send to the SSI/SSP beneficiary a "Discontinuance
of SSI/SSP Medi-Cal Persons in LTIC" Notice of Actiom.

2. Initiate and send to the counties a monthly register of
persons discontinued from SSI/SSP Medi~Cal due to LIC status.

D. County Welfare Department Resmnsibilities

1. Use the Department of Health Services register of persomns
discontinued from SSI/SSP Medi-Cal due to LTC status to
identify persons needing LIC- Medi-Cal. :

2. Contact persons in the LTC facility within 30 days of admit-
tance notification and assist them with completion of a Medi-
Cal-only application, in accordance with Title 22, Califormia
Administrative Code, Section 50147.

ROTE: In some cases a recipient may continue to receive an
SSI/SSP based Medi-Cal card after the effective date of
SSI/SSP discontinuance. ‘

3. MN/MI Recipients

Upon receipt of an MC 171 from the LTC facility for am MN
or MI recipient, the county shall take appropriate actiom.

4, Emrtant Information for Medi-Cal Nursing Home Patients

The Medi-Cal form (MC Information Notice 004 (7/86))
contains information for Medi-Cal nursing home patients
regarding the Medi-Cal coverage of various types of
medical equipment, supplies, and services that they may
need.

This form is to be provided to Medi-Cal LIC bemeficiaries at

the time of initial application for Medi-Cal, at the time of

initial entrance to an LTC facility, and at least once a year
thereafter and may be provided at any county welfare depart-

ment contact with such beneficiaries (e.g., redetermimationm,

change in share of cost, new application).
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III. DISCEARGE PROCEDURES

When an SSI/SSP or MN/MI recipient leaves the facility, Part III of the
MC 171 is completed by the facility, and the original and one copy are
sent to the Medi-Cal field office by the facility. The Medi-Cal field
office will retain the original and send the copy to the appropriate
county welfare department. The county shall initiate a redetermination
of the case upon the receipt of an MC 171 for a current MN or MI
recipient.

When a Medi-Cal beneficiary who is a possible SSI/SSP bemeficiary
leaves the LTC facility, an application for SSI/SSP may be filed by the
beneficiary at the local Social Security district office.
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|4S — Instructions for the MC 210 and Supplements to the MC 210|

A. BACKGROUND

Welfare and Institutions Code Section 14011.15 mandates a simplified Medi-Cal application
package and mail-in process for aduils and families. The intent of this law is to provide easy
access for this population to apply for and receive Medi-Cal benefils as quickly as possible.

The purpose of the Procedures section is to provide counties with policies and instructions,
which are effective no later than December 1, 2001. These policies and procedures apply to ail
Medi-Cal applications.

As of July 1, 2000, state law prohibits counties from making a mandatory face-to-face interview
a routine application requirement. The law also requires the development and implementation
of a simplified application form and procedure, and simplifies the verification requirements for
earned income and pregnancy.

B. APPLICATION FORM

1. The MC 210 (Rev. 9/01) (Medi-Cal Mail-In Application ) will replace the current MC 210
Statement of Facts (SOF). Counties are instructed to begin using the new MC 210 as
soon as administratively possible but no later than December 1*. At that time, counties
must discard their existing stock of old MC 210 SOF. However, if an old MC 210 SOF is
received, the county must process the application and shall not require the applicant to fill
out a new MC 210.

2. Counties shall accept either the MC 210 or the MC 321 HFP application as an application
for Medi-Cal. An MC 321 received directly by the County shall be processed the same as
and MC 210 application.

3. A signed MC 210 or MC 321 Heaithy Families Program (HFP) is an acceptable
replacement for the current Statewide Automated Welfare Systems (SAWS) 1 and now
constitutes an official request for Medi-Cal benefits. The SAWS 1 can sill be used but is
not a mandatory form, uniess otherwise specified.

4. The HFP will accept the MC 210 application as an application for Healthy Families
benefits, when the counties determine a family has a share of cost (SOC) or is otherwise
qualified and requests Healthy Families coverage.

5. The SAWS 2A may be used as a Medi-Cal SOF when the applicant has previously
completed the form as a request for cash aid. It can be used in lieu of the MC 210 when
the applicant has been found ineligible to receive cash aid (i.e. California Work
Opportunity and Responsibility o Kids [CalWORKs] denial). tf a SAWS 2A is used as a
SOF, a signed. dated SAWS 1 must also be filed in the Medi-Cal case

SECTION NO.: 50159 MANUAL LETTER NO.: DATE: 10/04705 451
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C. APPLICATION AVAILABILITY

1. Anyone may reques! an application to be mailed to them by calling their local county
welfare depariment (CWD) office.

2. Applications may be picked up from the local CWD office.

3. In the near future the MC 210 application may be downloaded from the Department
website (www.dhs.ca.qov) and either mailed or delivered to the local CWD office.

4. Applications may also be picked up from other sources (i.e. outstations, outreach
projects, elc.

REMINDER: Should the applicant request CalWORKs or Food Stamps assistance, they must be
told to apply in person. The SAWS 1 for the mail-in process only serves to protect the date of
application for Medi-Cal only benefits and retroactive Medi-Cal months.

NOTE: The MC 210 (Rev. 8/01) will be available in eleven threshold languages. Curmrently, the
languages are English, Spanish, Vietnamese, Cambodian, Hmong, American, Cantonese, Korean
Russian, Lao, and Farsi. Counties need o ensure that they have the capability to process an
application in any of the aforementioned languages. ‘

D. WHAT MUST BE SENT WITH THE APPLICATION

If the application is requested direclly from the county, the following information must be
provided to the applicant.

The “New Mail-In Application and Instructions™ (MC 210 [Rev. 8/01]).

Postage paid pre-addressed return envelope.

Child Health Disability Prevention {CHDP) Informationail Publication.

MC 007 “Medi-Cal General Property Limitations.”

Medi-Cal Brochure (Pub. 68).

MC 219 “Important Information For Persons Requesting Medi-Cal.”

MC 13 (Statement of Citizenship) for each family member applying Medi-Cal benefits.
MC 003 Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Brochure.
DHS 7077 “NOTICE REGARDING STANDARDS FOR MEDI-CAL ELIGIBILITY.”
DRHS 7077-A “Notice Regarding Transfer Of A Home For Both A Married And An Unmarried
Applicant/Beneficiary.”

SOONDIORWLN =S

—

E. SUBMITTING THE APPLICATION FORM -

1. Counties must not require a face-to-face interview. If counties come in contact with an
applicant or Authorized Representative (AR), the county must explain his or her option to
apply by mail or to go to the CWD.

SECTION NO.: 50159 MANUAL LETTER NO.: DATE; 10/047/05 454A
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2. The application can be mailed to the CWD. The CWD will stamp the date the
application is received and forward the application for an eligibility determination. In
the event that a county, which is not the county of residence receives an
application, the county receiving the application must forward it to the correct
county as soon as administratively possible (See Article 3 Medi-Cal Eligibility
Procedural Manual . The receiving county shall honor the date stamp from the
sending county.

3.  The applicant or AR may walk the application into the local CWD or outstation site
and request to leave it. The applicant may request an appointment to see an
eligibility staff member in person, by phone, or through the mail. Counties must
accommodate all requests by applicants for a face-to-face interview.

Exception to face-to-face elimination:

a. All applications for minor consent services must be made in person at the
county Medi-Cal office or outstation sites,

b. Good cause,
c.  Suspicion of fraud, or
d. To complete the application process when:

1. Questionable information appears on the application form or
verifications;

2. Individual/family has no visible means of support such as in-kind income
or means support not reported for the individual/family;

3. There are obvious discrepancies between information reported on an
application and Income Eligibility and Verification System (IEVS) on
property or income; or

4.  Self-employed individual whose income and expenses do not match
reported income and questionable information could not be resolved
with follow-up telephone contact and/or mail.

Reminder: When the county requests a face-to-face interview for any reason, eligibility staff
must document the reason(s) in the case record for post-eligibility review and audit.

F. DATE OF APPLICATION

1. If an application is mailed directly to the county, the Date of Application is the date
the county receives the form.

SECTION: 501589 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S- 2
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2. If the application is picked up from the county office and the applicant has contact
with a county employee, the county employee must offer the individual the SAWS 1
to complete at that time to protect the Date of Application and retroactive months.

3. If anyone calls the county office and requests that an application be mailed to
them, the county employee taking the call is responsible for completing the
SAWS 1 on behalf of the applicant to protect the Date of Application and
retroactive months. A copy of the SAWS 1 shall be forwarded with the application
at the time of mailing. It is not required that the applicant sign and return the
SAWS 1.

4.  The Date of Application will always be the earlier of the two dates if both an
application and SAWS 1 are received separately.

G. COUNTY ACTION UPON RECEIPT OF MEDI-CAL APPLICATION

1. The county will mail the applicant a letter within five working days of the county
receipt of the application, advising the applicant or AR that their application has
been received and whom they can contact for information and questions. This
letter will include a contact name, telephone number, and the address of the
appropriate CWD office.

2. The eligibility worker shall review the application for completeness. If additional
information is needed for an accurate eligibility determination, the eligibility worker
shall use information/verification contained in open public assistance (PA) case
records of the individual and their immediate family members and/or case records
that have been closed within the last 45 days. [f the necessary information cannot
be obtained through available PA case records, the eligibility worker shall request
this information following current policy. Current guidelines for application
processing, property and income verifications have not changed.

REMINDER: An initial Medi-Cal-Only eligibility determination must not be delayed beyond 45
days, pending information/verification from a current or prior PA case record. Counties are
reminded that property limits must be met sometime during the month of application and will
be valid for 12 months or until there is a reported or discovered change in resources that

requires an eligibility review.

NOTE: If the application received was not requested directly from the county, the county must
ensure that the information listed in Section D is provided to the applicant.

H. RETROACTIVE MEDI-CAL

Anyone requesting retroactive Medi-Cal using the MC 210 or MC 321 HFP must also
complete the MC 210 A (Supplement to Statement of Facts for Retroactive
Coverage/Restoration). Counties must send the MC 210 A when retroactive Medi-Cal is

requested.

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S-2A
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I. COUNTY ACTION FOR INFORMATION ON THE HFP

1. If the applicant or AR indicates on the application that the CWD can send the
MC 210 (if they potentially qualify) to the HFP, the CWD must forward the MC 210 to
the HFP. Counties must not require a separate application.

2.  The MC 210 application must be accompanied by the Med-Cal/Healthy Families
Mail-in Application transmittal (MC 334) and a SOC or Federal Poverty Level
program denial Notice of Action (NOA). The NOA shall:

* Not be older than 60 days,

Identify those family members determined to have a SOC, or denied due to
income above the federal poverty level,

Indicate the total number of persons in the Medi-Cal family budget unit,
Clearly and separately identify all income sources and deductions, and
Include other relevant documentation (e.g. birth certificates, Immigration and
Naturalization Service documents) if available.

.

|

If the CWD system is unable to create a detailed NOA, the CWD may send a copy of
the budget (MC 176 or an automated budget) with the SOC or denial NOA Do not send

Sneede allocation budgets.

The Single Point of Entry is currently unable to process Medi-Cal applications initiated by
other public assistance program’s statement of facts forms, such as the DFA 285 (Food
Stamps) and the SAWS 2A (CalWORKSs). 'In these situations, counties shall inform
applicants or ARs of the availability of the HFP, including a telephone number to call for
information, when the applicant(s) do not qualify for no-cost Medi-Cal

J. COUNTY FOLLOW-UP FOR FURTHER CASE ACTION

1.  If an applicant or AR requests information and explanation of any program (e.g.
CHDP, Screening, EPSDT, In-Home Support Services/Personal Care Services, etc.)
or referral to any services, eligibility staff must ensure the request is met and action
taken is annotated in the case record.

2. Eligibility requirements for the Medi-Cal program have not changed. Each case
record must contain adequate information with supportive documentation to verify an
individual's eligibility. Verification of identity, residence, alien status, income and/or
property remains a part of the eligibility determination process. Applicants must
provide their Social Security number(s) (SSN) as appropriate, but are not required to
submit copies of their Social Security cards, unless the county is unable to verify the

number provided.

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S- 3
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K. MC 219

1. The MC 219 (11/93) form discusses the Rights and Responsibilities of an
applicant/beneficiary as well as the “Citizenship/immigration Status
Information.” This set of forms is now separate from the MC 210.

2. The MC 219 must be sent to the applicant. The MC 219 does not have to be
returned by the applicant. The county worker shall document in the case
record that the information was provided.

L. MC 210 SUPPLEMENTAL FORMS

The following are instructions to be used in determining whether a supplemental form
should be given to an applicant or AR. County personnel will notice that the
supplemental forms to the MC 210 are numbered MC 210 8-C, S-E, S-1, S-P, and S-W.
The 'S' represents Supplement: The -C. -E. -l etc., refers to the title of the form as
detailed below. Not all of the supplemental forms listed below are mandated for use by
the Department. The descriptions below will explain whether a form is mandatory. If the
form is not mandatory, counties may substxtute one of their own, once it has been
approved by the Department.

MC 210 S-C ADDITIONAL CHILDREN

The MC 210 S-C is given to a client if he/she has indicated on the MC 210 that the family
has more than three children. The information for each child should be filled in
completely. If the client is requesting restricted benefits, the shaded portion for SSN
should NOT be completed. This form is mandatory.

MC 210 S.E STUDENT EDUCATIONAL EXPENSES

This form is given to the client if the MC 210 indicates any family member is attending
college or a similar educational institution. Information is requested on whether the client
is receiving a grant, scholarship, or loan, and any student expenses or transportation
costs. This form is not mandatory.

MC 210 S.| INCOME IN-KIND AND HOUSING VERIFICATION

The Income In-Kind and Housing Verification form has a two-fold purpose: First, the form
should be used if the client has in-kind income, and does not agree with the chart value
given by the eligibility worker. [f the client does not agree, he or she may use this form as
signed verification from the individual providing/sharing housing, utilities, food, or ciothing
that a different amount is correct. Second, the client is residing with a relative, is paying
that relative rent, and has no other verification of residency. If a client is using this form
solely for the purpose of verifying in-kind income, it is not a mandatory form. However, if
the client wishes to use this form as verification of residency, it is mandatory. Counties

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S-3A
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may not use any other form as verification of residency. The form may also be used as a
rent receipt from a relative.

MC 210 S-P PROPERTY

This form will be used by a client if certain property questions on the MC 210 require
additional information. For example, if a client has answered yes to owning, or having
title to, property in another State on the MC 210, this supplemental form must be
completed. The MC 210 S-P, will ask for the expenses on that property, the address of
the property, value, etc. This form is mandatory when the client has answered yes to the

related questions on the application.

MC 210 S-W WORK HISTORY (EARNING AND EXPENSES)

This form is used if the client is applying as an unemployed parent or if certain income
questions on the MC 210 require additional information, such as expenses against
income. This form is not considered mandatory.

SECTION: 50159 MANUAL LETTER NO: 254 DATE: 10/30/01 PAGE 4S- 3B
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HEALTH CARE COVERAGE
FOR PEOPLE WITH LIMITED INCOME OR RESOURCES

NEW MAIL-IN APPLICATION AND INSTRUCTIONS

Physical
Therapy Pharmacy
: Services

Pregnant
Women

Disabled

infants/
Children

Elder Care

Vision Care

Working
Parents

Emergency
Medical
Transportation

For FREE help to apply for Medi-Cal,
contact your local welfare office.

159 §
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What is Medi-Cal?

» Health care coverage for qualifying persons who live in California, who have income
and resources below established limits

Who can get Medi-Cal?

» Persons 65 or older
* Persons who are under 21 years of age
» Certain adults between 21 and 65 years of age,
if they have minor children living with themn
» Persons who are blind or disabled
* Pregnant women
* Persons receiving nursing home care
» Certain Refugees, Asylees, Cuban/Haitian Entrants

Do I have to be a U.S. citizen to get Medi-Cal?

* No. documented and undocumented aliens may be eligible for Medi-Cal. Some persons
may receive pregnancy related and emergency services only; others are eligible for full
Medi-Cal benefits depending on their afien status

When Medi-Cal says “a minor child,” what does it mean?

* A child married or unmarried under 21 years of age living in your home or away at school

What do | do to get Medi-Cal coverage?

» Complete and send in the enclosed application
*» Send copies of any required documentation (See instructions)

How can my family and | qualify for Medi-Cal coverage?

If you are in one of the groups listed in “Who can get Medi-Cal?”

above:

* We look at your income and subtract some expenses you pay to
decide your family's countable income for Medi-Cal

* We ook at things you and your family own (bank accounts,
vehicles, etc.} to see if you meet the resource limit. Please Note:
Not all the things you or your family own are counted; your local
welfare office can give you more information

If 1 do not fall into one of the covered groups,
how can | get coverage?

* Contact your local welfare office for information about medical services in your county

\,

M G
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When Applying For Medi-Cal Health Coverage
What Should I Do If...

1 have an immediate need for [ 1 filled out the application

health care services, such as - and want to mail it.
severe illness or pregnancy. » Complete the application and mail it,
« Take this application directly to the nearest | ° using the postage-paid envelope provided

" welfare office to start the application process. with the application. Include requested
4 documentation. (See instructions)
. .

~

I have the application,
~ but need help. ( . )
) P : I'm homeless or do not
* Read !nstruc*t;ons careffu!ly. § ! have a mailing address.
Contact‘ your focal \{vel are office for help. . DO NOT MAIL THIS APPLICATION.
» Ask a friend or relative to help you. .
\. J » Go to the nearest local welfare office to
turn in this application. )

( Pm a minor/teenager and want
confidential Minor Consent Services,
for family planning, pregnancy
related care, mental health, drug
and alcohol abuse treatment/
counseling, sexually transmitted
diseases [STD) or sexual assault.

N
[ My spouse or | are entering |« To maintain confidentiality, you must take
a nursing home ‘a"d applying this application to the local welfare office
for Medi-Cal. _. or eligibility worker site. )
» Immediately contact your local welfare ' DO NOT MAIL IT.
office for a copy of the notice regarding s
standards for Medi-Cal eligibility form
{DHS 7077). This form will explain certain " h
exempt resources, certain protections [ I want to ask for Medi-Cal
against spousal impoverishment, and in person. I do not want
certain circumstances under which an to mail the application.
interest in a home may be transferred » Contact your local welfare office and ask
without affecting Medi-Cal eligibility. for an interview to apply in person.

A N\

Remember, whether you take your application to the local welfare office or you
mail it, you should not pay anyone to help you with this application.
www.dhs.(:a.gov

For FREE help to apply for Medi-Cal,

§ contact your local welfare office. )
INSTRUCTIONS 'wb

50159
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How to fill out the application

» Tear out the application
* If help is needed contact

* Read the instructions completely !
o the local welfare office
* Fill out as much of the application
as you can * Do not delay in sending
» Include requested documentation in your application

(See instructions)

Whose information should you put on this apphcatzon’?

* If you are an adult not living with a a spouse, and you have no children,
enter your own information.

* If you are legally married and iiv'ing together, enter your and your
spouse’s information.

* if you are legally married but one or both of you are living in a nursing
home or board and care facility, enter your and your spouse’s information.

* If your children are under 21 years of age and living with you and their
other parent, enter your own information, your children’s and the other parent’s.

* If you are under 21 years of age and not living with your parents, enter your
own information.

* It you are an unmarried minor under 21 years of age living with your parent{s) and
asking for Minor Consent confidential services, enter your own information.

What will happen after | send in my application?

* The local welfare office will notify you within 10 working days that they received
your application. They will give you the name of someone you can contact for more

information about your application.

* You will receive a packet from the county with additional program information.

* You may receive a request for additional information that the county will need in order
to determine your eligibility.

* In most instances the local welfare office will determine your eligibifity within 45 days
and notify you in writing of that decision. An eligibility determination based on disability
may take up to 90 days.

* If you are determined eligible, depending on what county you live in, you may
be able to choose a health plan by completing a separate enrollment form.

If you do not qualify for no-cost Medi-Cal and you wish to apply for the Healthy Families
program, the local welfare office will forward this application to that program.

SECTION NO.: §§§§§’ MANUAL LETTER NO.: 254 DATE: 10/30/01 4s.7
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Sse s Coltorrg « MeoRth grad Morman Lerviks Sennacy

(" APPLICATION FOR MEDI-CAL )

To complete this form, use the instructions. Print clearly. Use black or blue ink only.

SECTION 1 Tell us about the person who wants Medi-Cal for themselves, their family or children in
their care.

Dopswtromot ot Health Servaces

LAST WAME

FIRST WAME

MIDDLE INTTIAL

HOME ADDRE SE (MUMBER ARD STREET). DO NOT LIST A PO, BOX UMLESS MUOMELERE P APARTMENT NUMBER

HOME PHONE #

( )
CIY/SIATE COUNTY | 7 Fee WORK PHONE #
{ )
MAILING ADBRESS gF DIFFERENT FROM ABOVE! DR PO, BOX i} APAFTMENT NUMBER FHMES SAGE PHONE ¢
{ )

“E

0 COUE

w’H»J LANGUAGE THALELT DO YOU SPEAK BERTY

Y WHAT LANGUAGE DO YOU READ BEST?

{ SECTION 2 ) Tell us about the person listed in Secﬁ:)n 1, his or her family and the children they care for,

even if they don’t want coverage.

(’ Adult 1/Self

Adult 2

15| MNarme; Last

First

Middie

d Relationship to person
in Section 1.

i address where living
15 not the same as
listed in Section 1, put
address where living:

I Mate (O Female

or emotional disability?

Disability expected

P T TR Pa—

X300 % ot Mosre

Jao Days or More

g Days or More

Gender: [ Male 0 Femate | O Mate O Fernate] (O Male O Femate| 2 Male (3 Female
S Marital Status: 0 single J single U single J single U single
0O Married LJ Married LJ Married J Married L} married
{1 Divorced 2 Divorced 0 divorced 0 Divorced 0 pivorced
U Separated L) separated (0 Separated U Separated 3 separated
U widowed £ widowed 2 vadowed 3 widowed 3 widowed
4 Name of spouse(s)
of married roinors m
the home,
(4l Date of Birth: ¢ 7 i / H y / ; / /
M DAY YR MO DAY YR MO DAY YR MO DAY YR MO DAY YR
v, - g . -
Pregnant: ~Oves Ono Oves ONo OvYes DINo U ves CINo
Due Date: / / / / 7 / /
MO DAY YR MO DAY YR MO DAY YR MO DAY YR
t% Has a physical, mental - . - - o " .
y Wves InNo dves o Dves TInNo Dyes I No LIves Llno

Dao Lays or More

. Days or More

10 Jant: - .
2112 Monns or More | L3112 Montts or More ] 12 Manths or More | 2142 Months or More |12 Morths or More:

BAC 70 DB
CONTINUED b

REPLCRION

(&)

—
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(SECTION 2 ) Continued

Has any one ever received
cash aid, S8I, Food
Stamps or Medi-Cal?

ﬁ'“Yes(, under

what name?

£33 Medi-Cal benefits BIC
card pumber, if you have i
3 Wants medical benefits? Oves Ono Uves [InNo Dves Ono dyes Qo Oves e

rdl D0 you own or are .
you buying a home ves D No Dves e Oves UNo Oves Ono Dves Umno

outside California?

{ SECTION 3 ) Answer for alf children in Section 2.

Mother's Name: Mother's Name: Mother's Name: Mother’s Narme:

Is Mother: Ul Employed | Is Mother: ) Employed Is Mother: L Employed Is Mother: 1) Employed
O pisabled D Unemploved | O Disavled U Unemployes | [ Disabled 1) Unemployed | [ Disabled 0 Unemployed
O peceased 1 Absent 23 Deceased L) Absent 0 veceased L3 Absent

E Father’s Narme: Father's Name: Father's Narns: Father's Name:

Is Father: (O Employed Is Father: [} Employed Is Father: (3 Empioyed ls Father: () Employed
O Disabled T Unemptoyed | O Disabled L1 Unemployed | £ Disabted [ Unemployed | D Disadted [ Unemployed

1 peceased {1 Absent O poceased 13 Abaent ) Deceases [ Absert 0 pDeceased {3 Absent
SECTION 4 ) List alf income/money received by persons listed in Section 2.
30] " , SOURCE OF INCOME/ F} HOW MUCH HOW OFTEN INGOME/
HAME %ﬁ;‘fﬁ‘f’“ RECEMING MONEY RECEWED INCOMEMONE Y MONEY RECENVED
MEMONEY ’ parhipalitnl
Employment, soctal security) IS AECEIVED Bontily. bimoathly, weekly, Diweekty, daily)

{ SECTION 5 ) Give information about the listed expenses/cost paid by all persons listed in Section 2.

TYPE OF PAYMENT  Ki  NAME OF 35 EreTe Ed ™ Crmo care oR AGE K NAME OF K monrhay
YOUR FAMILY MARES PERSON WHO PAYS AMOUNT PAIL . DEPENIENT % FERGON WHC PAYS AMCUNT PAIL
st eI G ARperaiie’s name)

Chiled Supporn 1.

Alirmcny 2.

Other Health 4

Insurance Prermivm ’

Medicare Premium 4.
MG 10 DB -
APPICATION (A2)
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MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

( SECTION 6 ) Skip this Section if you are only applying for children under 19 and/or pregnant women

{pregnancy related services only).

Otherwise answer for all persons listed in Section 2.

Does anyone have cash or uncashed checks?
I “Yes,” list amount here {See instructions)

18|

Does anyone have a checking, savings acoount, or life insurance? (See instructions)
Iz there one car or more in the household? (See instructions
Does anyone have a count ordered settlement or judgement? (See instructions)

Does anyone have Long-Term Gare insurance”? (See instructions)

HEEBEH

Does anyone own any items such as stocks, bonds, retirement funds, trusts, real estate,

motor vehicles for a business, business accounts, promissory notes, mortgages, deeds of trust,
recreational vehicles, burial trusts or funds, annutties, jewelry (not heirloom or wedding), oil or
mineral rights? (See instructions)

[} Has anyone listed on this form transferred, sold. traded or_given away any items such as those
listed above in the fast 30 monmhs? (See instructions)

Have any items listed in this section been spent or used as security
for medical costs? (See mstructions)

dves (Mo

Dves e
Y Yes (OINo
ves Do
ves UINo
dves Uwno

Yes L) No

o

Ldves DIno

( SECTION 7) Answer only for persons who want Medi-Cal.

» » »
Social Secunty #:
wd Place of Birth:
& Btate or Country, .
U.S, Citizen or Natioral? | (3ves I nNo Uves Dno Oves ONo Dves Qe Dyes Dno
c tNO7 ﬂwrsc;"r, date of i P po Lo oo
entry mio V.o, MO DAY YR | MO DAY yR | MO oay YR | Mo DAYy R | MO pay YR

h’ Living in a Long-Term
Care or Board and yes Ono Oves One Oves Qo Oves Tno
Care Facility?

it "Yes,” name of
facility:

Do you intend 1o
return home? Oves UNe ves DInNo dves LINo ves TlNo
Do you mtend to
return hame within
six months?

ves e Oves o Oves LInNe Dves Lo

Dves Divo

DOves o

Has health/dental or » . - . - -
vision coverage? Dves DIne Oves o Dves o dyes Tino

ves Uno

Had medical expenses
withirr the 3 months

before the month you Oves Dlne ves Ono Dves CTIne ves e
appled and want Medi-
Cal for those expensas.

Dves Uno

:;;.a ﬁf’,ﬁfﬁ ;‘,’"Zfé’i Uves Lno Uves Uno Oves Qo Uves U Ne Lves (N
o (A3) CONTINUED
ey MANUAL LETTER NO.: 254 DATE:10/30/01 4S-10
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{ SECTION 7 ) Continued £

: P L AT 2 3

:;Ugi?ﬂi(t);rsaéimice Uves Do Uves o Oves o Chyves Ono Ohves Do

for adults, spouse of U seif L) seit O st O setr O set

child’s parents? I Spouse {1 spouse 2 Spouse :_.I Spouse U spouse

{3 Parent D parent O parem {1 Parer (3 parent

23 Ethructty (race):

{optional)

ull time? ," - ..

In school fulf time Oves ODNo Oves o Uves Ono {hyes (o Oves Oro
23 Living away from ) ~ _

home? Oves Dno QOves Ono Dves TN Qves Cino Oves Uno

SECTION 8 ) Information Release (Optional).

cd if family member cannot gel no-cost Medi-Cal but may be able 1o get low-cost health care coverage,

can the local weliare office send this form to the Healthy Families Program? Tves Ono

60
I got help from (give name of person) when |

filled out this application. | agree that the local welfare office may give them information about the status of this
application. Appficant please initial

{ SECTION 9 ) Signature and Certification.

I declare under penalty of perjury under the laws of the State of California that the answers | have given in this
application, and the documents given are correct and true to the best of my knowledge and belief.

I declare that | have read and understand the application instructions, the declarations, and all information printed
on this application.

Dt

Bignature

Witness Sionaturg 0f person signed with 3 mak) Date

Signature of person helping Apphcant 1 out the form Tidpphione Nurmber Relationship to Apphcant [rate
Fefationship to Applicarnt Date

Signature of person acting for Apphicent/Geneficiary Telephone Numbser

For information about any of the following programs, check the box{es) below and information
will be sent to you. See the Medi-Cal brochure, “Health Care for Families with Children”
or visit our website, www.dhs.ca.gov

U Personal Care Service Program (PCSP). A program for in-home care.

1 Access for Infants, and Mothers (AIM). A program to help pregnant wormen with moderate income
obtain health care,

) Woman, Infants and Children Nutrition Prograrn (WIC). A nutrition program for pregnant and
postpartum women and children under 5.

L3 Family Planning

ZJ Child Health and Disability Program (CHDP). Preventive healthcare for children and youth.
Do you want your children or youth referred to the CHDP program? [ Yes

(ae)

ZINo

x,

R0 OB
HPPLICRTR
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INSTRUCTIONS

Please read before beginning application.

SECTION 1

Tell us about the person who wants
Medi-Cal for themselves, their
family or children in their care.

Questions 1-8:
Enter the name, home address
and telephone numbers of the
person who wants Medi-Cal
or the parent/caretaker of
the children who

want Medi-Cal.

Questions 9-13:

Enter the phone number and
mailing address {if different than

home address provided in #2) of the

person who wants Medi-Cal. This is the address
where alt information regarding the apphcation
and health benefits will be mailed.

Question 14A-B:
Enter the language you speak and/or read best.

rh:.kasntit]p' proof is not needed for

» Persons in an institution

» Children in a family, if identity of one parent

- has been established

« Children requesting Medi-Cal for Minor
Consent services

» The spouse of a person whose identity bas
been verified

SECTION 2

Tell us about the person listed in
Section 1, his or her family and the
children they care for, even if they
don’t want coverage.

if you are applying for
more than 5 people,
use a separate piece of
paper or a photocopy
of pages A1, A2, A3 and

e
Send proof of identity. Only one person

{a parent or caretaker) in a family needs 1o provide
an identity document. Send a photocopy of one
of the following identity items:

» California driver license

» identification card issued by the Department
of Motor Vehicles

« 1.8, citizenship or alien status documents
{passport).

» School identification card

« Birth centificate

» Marriage record

» Social Security card or document containing
a Social Security number.

» Divorce decree

* Work badge, building pass

» Adoption record

» Court order for name change

» Church membership or baptismal
" confirmation certificate

4N

™ Ad of the application,
to give us information
about the additional
persons.

Who counts as an adult?
» Persons 21 years of age or older

» Persons under 21 years of age who are not
living in the home of their parent or caretaker
relative and are not claimed as tax dependents

Who counts as children?

» All natural and adoptive children under 21
living in the home

« Al natural and adoptive children between
18 and 21 years of age, away from home and
claimed as tax dependents

= All stepchildren under age 21 living in the home

Question 15:
Write the last, first and middle name of each person

v in the house.

BAD PG DR0Y
INGTRULITONS

D GO TO PAGE 2 wb
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SECTION 2 ) Continued

Question 16:

How is each person related to the person in
Section 1. Example: self, wife, husband,
grandparents, friend, daughter, stepchild,
nephew, elc.

Question 17:

Write the complete address, if different from the
address in Section 1. Example: child is in college
and living at school,

Question 18:
Indicate gender of each person.

Question 19:
Indicate the marital status of each person listed.

Question 20:

Write the name of the spouse of any married minors
fiving in the home. Any income of the spouse must
be listed in Section 4.

Question 21:
Write month, day and year of birth for each person.

Question 22:
Tell us if this person is pregnant. If “Yes,” tell us
the due date.

( Send proof of pregnancy from a doctor’s
office or a clinic within 60 days of applying
to continue receiving full Medi-Cal benefits.
You do not need to send verification if you
only want pregnancy related services.

Question 23:

Check “Yes,” if person is blind or has a physical or
mental iliness that is expected to last at least 30
days. if person is unable to work, check “Yes,” and
check the box that best describes how jong the
person will be unable to work if declared disabled.
This will help us decide if you are eligible for
Medi-Cal based on disability.

Question 24:

Tell us if anyone has ever had cash aid, 8SI, Food
Stamps or Medi-Cal. This will help the local welfare
office check for needed information before asking
you 1o give it If you checked "Yes,” tell us the
name you received benefits under.

- Benefits Identification

Question 25:

i you have ever received Medi-Cal, tell us your
Medi-Cal Benefits Identification Card (BIC)
number if you have it.

State of
Catifornia

Your Medi-Cal

Benefus
Tdentirication
Card

tzyoe Dare 511 29 O

Card {BIC) number

can be found here. 1D No. 01835297A1
JANRE DOE
Fooq 13 1995

Question 26:
Check “Yes,” if you are
asking for medical benefits for this person.

Question 27:

Tell us if you own or are buying a home outside
California. Your answer helps us determine your
residency.

Send proof of California residency. You can
use your proof of income as proof of residency.
It your income is not from California, send other
proof of residence. For example: rent receipts,
utility bill or a child's school records.

SECTION 3

Answer for all children in Section 2.

Question 28:

Write the name of the natural or adoptive mother of
each child. Check the box to tell us if the mother is
employed, disabled, unemployed, deceased or
absent from the home.

Question 29:

Write the name of the natural or adoptive father of
each child. Check the box to tell us if the father is
employed, disabled, unemployed, deceased or
absent from the home.

GO TO PAGE 3 W

50159
SECTION NO.: 50161

MANUAL LETTER NO.:

254

DATE: 10/30/01 4S-13




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

SECTION 4

List all income/money received by
persons listed in Section 2.

Questions 30 and 31:
Use a separate fine for each person who receives
money. If a person receives money from two

different places, use two lines.

Exampile: if the applicant has
two jobs, use one iine for
each job to report
herihis earnings.

Question 32:
Write the amount of
money you receive
cach time,

Example:

i you get money
once a week, write
he weekly amounts
ir the box.

f the money amount -
changes from time to time,
put the average amount you
get on a regular basis. We use

pay stubs or other documents you

give us 1o figure out the correct monthly income.

It you know your family’s incorme will go up or down
in the next few months due to overlime, promotion,
raises in pay, expected increases in child support/
alimony, layofts, furloughs, etc., explain on a
separate sheet of paper.

Example: Maria’s gross income from her job on
this check is $1000 but her regular monthly pay
is ondy $800. Explain on the paper that Maria’s
paycheck included $200 overtime pay, or a cash
bonus and how long the overtime will last or how
often she gets bonuses,

Question 33:
How often do you receive this money?

Example: Monthly (orice a month); weekly
{once-a-week); biweekly {every other week);
Dimonthly {twice a month); or daily (every day).

B D DB
BRETSRICTIONS

&3

\,

Documentation of Income

» Send proof of income. Send a copy of the
most recent pay stub you have. If a pay stub
is not available, get a signed statement from
your employer. Gross monthly income and the
dates received should be on the statement.

OR
* A copy of last year's federal income tax return.

OR
Other proof of income you may need to send;

« It a person is self-employed, send last year's
federal income tax return, include Schedule C
or F, or the last 3 months’ profit and
loss staternents.

* It a person has income such as disability or
retirernent, send copies of award letters or
bank statements showing the direct deposits.

» if anyone gets child support and/or alimony
or spousal support, send copies of the
checks received or statements from the
District Attorney’s Family Support Division
for the last month.

« if anyone gets student loans or grants, send
in copies of award letters or loan papers.

J

GO TO PAGE 4w
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SECTION 5

Give information about the listed
expenses/costs paid by all persons
listed in Section 2.

Tell us if you pay court-ordered child support,

or alimony, or have other health insurance or
Medicare premium costs.

Medi-Cal will pay your medicare premiums and
deduct the cost of any other insurance premium
from your countable income.

Question 34:

Write the name of the person who pays the cost.

Question 35:

Write in the total amount paid each month.

Question 36:
Write in the costs paid for child care and/or
disabled dependent care.

Question 37:
List the age of the child
or disabled dependent,

Question 38:
Write the name

of the person who
pays the cost,

Question 39:

List the total amount
paid monthly for
each child or
disabled dependent.

SECTION 6

Skip this section if you are only
applying for Children under 19 and/or
pregnant women applying for

. pregnancy related services only.
Otherwise answer for all persons
listed in Section 2.

If you have questiohs or concerns
about completing Section 6,
leave it blank and contact the
focal welfare office for help.

The value of the hame you are living
in is not counted for Medi-Cal.

Question 40:

Tell us the amount of all cash you have on hand
and the amount of any checks you have received
but not cashed.

Question 41:
I anyone listed has a checking and/or savings
account or life insurance policy, please send
copies of the following documents:

» Account statements showing current balances
n accounts,
« Copies of all life insurance policies.

Question 42:

If you checked “Yes,” send us a copy of the
vehicle registration(s) or pink slip(s) or estimate(s)
of value from a qualified source, such as a dealer
or mechanic.

Question 43:
If you check “Yes,” send us copies of all court

Send proof of expenses (costs)
listed in Section 5. Send in proof
of child support or alimony costs.
For childcare and dependent care,
send receipts or cancelled checks.

\,

) | orders, documents and agreements.

Question 44:

If you check “Yes,” send us copies of your policies,
contracts and purchase agreements. If your

policy is certified by the California Partnership

for Long-Term Care, give us a copy of your most
recent benefit statement.

P 230 OB
MIGTFACTIONG

GO TO PAGE 5
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Questions 45-47:

If you check “Yes,” you may be asked to provide
additional information. You may alse have to fill out
a property supplement form.

SECTION 7

Answer only for persons who
want Medi-Cal.

Question 48:

A Social Security number for each person applying
for full Medi-Cal benefits is required. If you do

not have a Social Security number, do not delay
sending in this application. You can apply now

and give us the number within the next 60 days.

Pregnancy and emergency
care services may be
available to persons who
are unable to get a
Social Security number.

For information on how to apply for a Social
Security number, call Social Security Administration
toll-free, 1-800-772-1213.

Question 49:

Write the place of birth for each person. if born in
the United States, write the name of the state, If
born outside the U.S., write the name of the country.

Question 50:
Check “Yes" or "No,” telling us if the person is a
Citizen or U.S. National.

Give immigration information only for people
applying for health coverage. Do not give
information for people not applying. The State will
use this information only for eligibility determination.
Information about immigration is private and
confidential.

Immigrants who meet all immigration requirements
may get full Medi-Cal benefits. Undocumented
immigrants can get pregnancy related and
ermergency services.

MO 21
B TR

Send proot of immigration status or an INS
receipt showing that you applied to replace

a lost document. Many immigrants may get
full Medi-Cal even if they do not have a green
card or immigration document. Copy both
sides and send proof now or withun 30 days
of application. If you do not send thit. proof,
you may still be eligible for emergency or
pregnancy related services.

Do not give immigration information atrout
people who are not asking for Me-di- Cal
Information about immigration 15 private

and confidential.
\. v,

Question 51:
Tell us if the person is in a nursing tacity,
residential, or board and

care facility. if you
check “Yes,” telf
us the name ot
the facility.,

Question 52:
Check box to
show if each
person has other
health msurance
coverage.

You can get
Medi-Cal and

still have other
health coverage.
Medi-Cal may cover
what your other health
coverage does not.

L 55
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SECTION 7 ) Continued SECTION 8

Question 53: Information Release (Optional).
If you check “Yes,” Medi-Cal may be able to help . .
pay some or all of the paid or unpaid medical costs Question 59:

you have had in the 3 months before you applied. Check "Yes,” and the local welfare office will

send this application to the Healthy Families
program if one or more of the family members

Question 54:
applying do not qualify for the Medi-Cal program.

Check “Yes,” if any
person has filed a
lawsuit because of

an accident or injury,
workers compensation,
or car accident,

The Healthy Families Program provides
comprehensive health, dental, and vision
coverage. For further information call
1-800-880-5305 or visit their website at
www. healthyfamilies.ca.gov

Question 55:

Check box(es) to show
it individual, spouse or
parent of individual is
or was in the U5,
Military. We are asking

X | R
for this information to see if you can get other SECTION 9

services or benefits,
Signature and Certification.

Question 60:

If you fill out this item you are telling the local
welfare office it is okay to give information about
your apphcation 1o the person you have named.

Question 56 (Optional):

.. s ﬁ\
You can choose to enter the Ethnicity (race) . . . .
for each person. This information is used for Who can sign this application?
statistics only and has no effect on your eligibility . ,
> Only @ Y Gy » The person who wants Medi-Cal, or the
for Medi-Cal. .
spouse of the person who wants Medi-Cal
» The conservator, guardian executor, or
caretaker of a child who wants Medi-Cal
* Someone acting for the person who
wants Medi-Cal when the person s
incompetent, in a comatose condition, or
suffering from amnesia and there is.no
spouse, conservator, guardian or executor
» Persons 14 to 21 years old if they are
not iving with a parent, caretaker relative,
or foster parent
» Persons 14 to 21 requesting Minor
Question 57: g Consent Services )
Check box to show if person is in school. The
earnings of a person under 21 years rmay not be Question 61:
counted if the person is attending school. State and federal laws require your signature
N on this application form. Your signature in this
Question 58: I§ section indicates that your declarations and
Tell us if the person is living away from home, is answers are truthful and the documents
away at school, or out of town working. you submit are true and correct.
‘f’ GO TO PAGE 7
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Medi-Cal Confidentiality Notice
The information given in this application is private
and confidential under Welfare and Institutions
Code 14100.2.

The information will be disclosed only in
accordance with those Jaws.

Medi-Cal Rights, Responsibilities
and Declarations

| have the right to:

* Be treated faidy and equally regardless of my
race, color, religion, national origin, sex, age, or
political beliefs.

* Ask for an interpreter.

* Ask for a fair heanng it 1 think a decision on my
Medi-Cal case is unfair or wrong. | rmust ask for a
hearnng within 90 days after | get a “Notice of Action”.
To find out about Medi-Cal fair hearings,
call toll-free, 1-800-952-5253.

* A face-to-face interview.

* Feview Medi-Cal program rules and manuals,

1 have the responsibility to:

* Report any changes within 10 days in the information
 give on this apphcation.

» Let local weltare office know it a tamily member

applies for disabdity benefits; 15 in a public institution;

or gets medical carg tor any accident or injury caused

by ancther person,

Cooperate f my case is reviewsad.

Apply for availeble income.

Cooperate with appropriate paternity determinations

and medical support enforcement etfons.

Assignment of rights to medical support 1o the

State of California,

Assign rights to third party medical support 1o the

State of California,

L]

.

*

*

understand that:

As a condition of Medi-Cal eligitsility, all rights to
medical support are automatically assigned to the
State of California.

If 1 purposely do not give needed facts, or if 1 give
false facts, | understand benefits may be denied or
ended and repayment may be required. | may also
be investigated for fraud,

Persons | am applying for are not in jaill, prison, or any
other correctional facility.

After my death, the State has the right 1o sesk
repayment from my estate for all Medi-Cal benefits
Freceive after age 55 unless 1 have a surviving
spouse, rinor child{ren), blind or permanently

and totally disabled childiren).

= i1 am admitted to a nursing facility and 1 have no
intertion of returning to my home, the State may
impose a hen agamnst my proparty.

.

L4

.

.

AL DA OB
SR TR o 5

Medi-Cal Privacy Notice
The Information Practices Act of 1977 and the Federal
Privacy Act require the Department of Health Services to
provide the folflowing information: Weltare and Institutions
Code Section 14011 and regulations in Title 22, CCR,

] require applicants for the Medi-Cal program to provide

the eligibility information requested in this application.

This information may be shared with federal, state, and
logal agencies for purposes of verifying eligibility and for
ethar purposes related to the administration of the
Medi-Cat program, including cordirmation with the INS of
the immigration status of only those persons seeking full
scope Medi-Cal benefits, (Federal law says the INS
cannot use the information for anything else except
cases of fraud.) The informaton will be used to process
claims and make Benefits identification Cards (BICs).
Failure to provide the required information may result

in denial of the application. ;

Information required by
this form is mandatory,
with the exception of
ethnicity information,
and any other tem
marked voluntary

or optional.

Social Security
Numbers are required
by Section 1137{aj{1) of
the Social Security Act and
by Weltare and Institutions Code
Section 14011.2, unless applying

for emergency of pregnancy refated benefits only.

An individual has a right of access
to records containing his/her personal
information that are maintained by the
Department of Health Services.
DS OO P L2OBOORENISIOOBEDEENO
Contact your local welfare office

to request your records.

N Y,
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Gray Davis
Governor, State of California

Grantland Johnson
Secretary, California Health
and Human Services Agency

Diana M. Bonta, RN, DrPH,
Director, California
Department of Health Services

]
Provided by the State of California

MO 210 0501 Englists
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Tt OF Ve forrie— PR anvs Murriat Seoeet Anery

ADDITIONAL CHILDREN

{SUPPLEMENT TO THE MEDI-CAL STATEMENT OF FACTS—MC 210)

IF YOU HAVE MORE THAN THREE CHILDREN, LIST HERE AND GIVE THIS FORM TO YOUR WORKER.

Deparroen: of Heatd Herocns

;i COUNTYUSEONLY .0
&w R e LR

A Crakt's norrwe st mcidhe, sty e "unbom™

Replptoashn 10 appiant

Tt Secury numtes i SO0l
o oYex e 7 Fervake

Eanncate of datte uaoom 1 ol s we person hed of drsatied {Pregram . o a
Dy e Dym T :

Fathw's ramne 1% ether parent (o) 3
T Decemsed T ocumaouned T Aben? D Unerngdoved 5

Mother's naeme Chad frang iy howne MedeCal reguetied :
T Yes T Mo - Yes . No

B Crad s narme (Frar ook, lasi) o “unbom” Relxbonstsp 10 2apdeam

SovEst Heeanty numbe n school Sen
O Yes 71N Y Mabe [T Femate

Buthdute tr &aite unboms o due In the: persts Daod O dtabind |Pregnant
S N e I '

F et nyme 15 eaner parent (/) Medicat Suppon L. YES” i, 3

Uocsusee 7 incopacioied T Asent T Unempromne 1 0 24 i E

Ctord bving i home Medh-Cool requesied T Notin home, 16-23 0 tax e -

MOIWst 5 rere

e TN Yoo YND

C Coraldd s riarne fest rad o, Jast) o Turbom” AtOn S 3 Beleacs Caawnt k
Likogel iy | LSON Prog ]
N 3R

Soant Lecunty pumber 111 SCho Sex

e o oN 7 Male ™ Femake
Bartiwctinte D1 St WO 1 Gy 15 ther Deeson Dired o dimabied [Pregoam

Tves e T Yer o Ne

Medicat Support [ YES L] NO

Fatwr's rarme

Iy ertwer parem ()
T fmomasess L ncanecitatest L Aberst 1 Unergwoved

. CAZT . "

Mcther's naee Cles hving = home Mot reguetest T2 Mot morme, 18-21-and tax deo.?
3 Yes Nty T Yes ™ No o
D Ohikt's carom {51, maddie, 1st) o "antom” Felataormhigs 10 srpplecant Cotzea) 2 :
Liraye| previ, |- BEN Frng o
L RES :
Sooal Deurty rumbe: i SO Sex e
T Yes ToNe 73 Made 7 Femate
Behaite o dase unbor s duog s the pernor g o crsabied {Pregnant
Y Yes I oNe T Yes ol .
Medgicat Suppont ... YES TLING

Futwer's name

1s eftwr paremt (/)
i Dooexsee [ twapaoaoe? T Absent DT Lmersioped

leans

3 Nt in homa, 18-21 :mi'*.,:a\ P,

Momher's same Clakd tnang o hormw: et Gt reguesied
™ Yes T No Y Yes o0 OND
E Chutd 5 ngeme (firs, mtaie, Bnt) or “unbom” Relatonsi 10 apphcan . = R H
Linkage | wmmig | SEN Prog . :
M 1Y ¥
Booal Secury rambey te St Sgrs s A
T vem 2 e D Me 7 e |
Bartwliste of Cale undom s due 5 5 person hied o Srsatied {Pregnant
Ty DM Dye T
Fater s npmp 15 eRYer porent (/) Mixheat Support .. YES L NO
o Lo Incapaciones T Abmemt {7 Unempioyed |7 rA 21 .
[P or— Chisct Iving i b Med-Cal reguested < Not in homes, $8-21 and tax dep.?
= Yes o Na Yes Mo :
[ Crins name thes, madclie, s or “wnborn’ Hetatmnshe to sppicant Cmzont I '
Lieage ] jreg, {1 SEN Prog ©
M 11
Saeaaidi SR Cumty Humber In sehodt Sary
T Yem e ™ Make T Femrole
Birhadate: 6 e urbom s e 15 the peesoe bimg of danatded [Pregrant
T oves T Ne o e e
F ather 5 name 18 eaber parent (o) Medical Suppont L. YES . NO
G Deceaee T incapaotatec: Azsert 7 Uneesoiowst 17 08 9 q
Mt % name: Crekd fivings in hoe Medidal tetuestedt o NGl Fomw, & 2Y.and tax dep.?
U Yes NG o Yes ToNe

N 299 5 C NSRS,
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Gt of ColtmnaymPheidth amd Huensats Gervoxs Sapocy Dot 12 Bt Seragne

'NINOS ADICIONALES __PARAUSO DEL CONDADO
(SUPLEMENTO A LA DECLARACION DE DATOS DE MEDI-CAL—MC 210) Come e

£ ie PRI
SYOrker rnanin

SITIENE MAS DE TRES NINOS, ANOTELOS AQUIY DELE ESTA FORMA A SU TRABAJADOR(A}

A Norobier ded nifio (normre, ook, apeion) o “pot nacer® Faycentesno oon e sphcitae Lfens
Larsinger 2 ivarexy G Prey m
WK 13
Nurriere el Segurs ool SRAmiste 9 b escuely”? G50
RS TiNo T Mo Fem
Fichis 0 nacrreento o fechsy £n gque w2 esper nacird e bobe LEsth ta persona caegis o inzde | Erdarizaga?
mcitada? s i Ned [ 5 1) He
Noenore ded page $ Bt coalguerd O 1o paces (/] Milicis! Hupposs MO
T Mo Y teapacaco 1) Auvente Cany
,» LV O YO0 60 ¢4 hogar? -
Rornbey e T madee < /M» el rofto ené' et T Notin hore, 1621 s Gk dep 7
e g
B Nomdre des o [nomtre initial, Bpedicind & P nater” Parentesco con ¢ suhritante Citszeed
Linkaoe | brevag, | SN Preg |10
[ TRE]
NUrmerd de! Seguro Socm! S AsEte 3 b escueln S
g Y Np TiMase. T Fam,
Freha de nacimmenita o Teches wi gque e e5peis naceri of bets LES ta prrons Cleg © s | Embarazada”
pagitac? TiE o TINof s YN
Mo ded padre LESL Sunkpmers <o s padres () Mestical Bupport L1 YER
1 Moeno (71 tcapasitas |} Aasente || Deseengiems: 1 CATY
Y o T o i TNy o
Normbre 8¢ 1 modre pVve el nnor ol o aF w4 Matn home, 18X and tax dep.?
s kN {0
C Dimnre ded i (rortre, el Heeleo) ¢ e raney” Parerunsco oo el scdgsante CAgmerd
ke | g, pises req |4}
ME 13
Pornero el Hegurs Socul ARSI Dl poiueta?
[ {3 o T Eem
Focha oo mscrmmmo o Yecha or Gue 5o espers nacerd 2 debe SEStE T persona ciegs o meae | Erdanarags?
pacitada? e DNl s NG
Nomtee del padre St pumuers O jos padres (/1 Modical Seppart ] YES 3 NO
73 Moerto [ ncapmenado [} Auserte (7] Deserspleanto 1) a5 g
g ivd T N - e WoEns o N ;
Nombre de b made cV'Vf @ nine er _t" g Sabeao MediLa {1 Notin nome, 1651 and Wx dep.”
18 o No N
D Nomibre de mae (nembre, wickl, apelinds) o "o nacer” Parertesco con el solictante Catizem!
Xinkage | g sun Frog 4]
MC VA
Murmero get Sequro Socal Ansie a b esoaelp? Sea
L TiNe TisMose, ) Eem
Fucha de pacasento 0 1echa pi Gue S0 e5perd Racets 2l badbi LESU 1o persona megn © i | ¢ Embanizada?
pactoda? ) o 19D I Ne
Romtre gel padre CEnts cuslaierd o os pasres () Mot Suppen 1)
7 Mupaa T reactate L izt 1 enn
Newrbré g K madee & Vv €5 0i0G en ¢ noge T Nt ip hame, 1821 and tax dep.?
fg=it Y No
E Nomtre el nif (nombre, niial, apelinin ¢ "per nacer” Parentesco con o suhutante Lagren
Lt | vy BEN Prog e}
M1
Murmere gel Zegura Socal SABSte ot escueda?
il LlNe
Fooho de npsmentc o lecha an Gue 56 e4pera tacerd el e CEBtS I porsony cipga o oncie | Eobaraans?
pactods? i T Nl T 56 N
Fnmibre del pnire CEST cuakguera S k36 pudies () Medical Suppert 0 YES D0 NQ
™ Mueno T trcaimtan Y auserte (7 Deseerpienso Y a1
i
‘ : 3 iy on Bl bt ¢ Sohet Medi4al? -
Rombre de & macee LVive € i en 1 ogac OO ARl 73 hot i home, 18-21and tax dep.?
et B ]
F Karnbre get ming {ormbres, mc, speibito) O Tpor tackr” pece
towage | e, 1 GEN e 10
MG 1L
Nurners el Segure Socist
Foohus oe nAsirmento o R0 O GUE S0 CSPREE Ia0erd Bl ebe
Bombire def pasre CEST Cudtigumes fe o8 padnes (V) Mecheni Suppent 4 YES T NG
% aero (73 sowmpnncitndo ™ ea D
T 2 1T N g TRt ey :
b de b madre Ve ol W e el Roga TTONet i o, 18- 21 wret tas dep.?
L Py
B2 o ENGIERY (500}
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— e . s

atr of {abloroa - Mealts amd Mosan Servsivs Apency

Property/Resources

Jealids Services

Trepasmra o
. Mleds {19t Fromesra

(Supplement to the Medi-Cal Statement of Facts - MC 210)

Please fill in the following, i you answered “YES”™ to certain Propeny/Resource gquestions from the Statement of
Facts MC 210

N

Fill in the following 4 more room was needed 1o kst baguid resources ( GChecking/Savings/ARA'S,

Stocks, i)

v Account Curremt
8 Type of Resource Owner of Resource Number Home and Address Value
p]
3 o
= s
20
4w
w
o $
-1
o L AL Wyons o any tamily member answered “YES™ to owning or buying any of the tems histed under the Reat
{M; Estate part of the MC 210, 6w the following, List any praperty in any state or country and all Tand you
own, have lle 1o, or share title i, ITEMS Houses, fols, land, spartments, moebile homes taxed as meal
propenty, or ather,
Adudress or Legal Description of Propery.
Name of Owner:
Des anyone five there now? 3 Yes [ MNo How Inng have they lived there? ... .
?(..J Name of person living there: Refationship 1o you S
; {30 you plar 1o retum 10 that property 1o five? ) U Yes (3 Mo
w {You must notdy the county within ten [10] days of any change in
&' pans for lvmg at the propety.)
w
o 15 the: property currently listed for sale? 0 Yes 3 No
Fult value of propenty (from tax statementy § oo Amoutt owaed B
Rert collected each month from property: S st
Expenses on properny:
» Interest . Yooty Meriily * Insurance SO 7%, 1
* Tages and ASEQSEMENTE S, ORORMy o Upkeep and Bepars § FenrtyMontty
» Utitities % Y oa ety
B. i you or any lamily member arswered “YES” (o the ife estale property gquestion, please il i the

address of the property below

Addrens:
o you or any lamity member have an income inderest in a hle estate? £ Yes 2 No
ts the lile estate {producing/eaming/providing/giving) income? 1 Yes 1 No

1€ 210 §-F (101)
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w mereber answersd TYE R 0 owning one or more of the tems i the YVEMICLE sechon o

o o ary farmhy oy
= Srernent of Feows, MO 210, 6 in the tollowng inlormaton about each vehiclo,

tos. aiplanes or ot road vehicles {even i not running) ewned by you of COUNTY USE ONLY

List all carg, ucks, mi
yanr famaly 8 none, wioily

L
b4

List expmpt vehicle

H i P Listed tor e for
1 i { . ;
Class } i H Sain? Transportationf T3 Verification of nonexernpt
N rode Yo Owner i Amount Owed
take and Model | Year (Registration) e ! vehictes
' PoYes ! Ne Yes | Mo
s I3 Verihcation of encumbrancs
: i's
N
{ "
4
: !
s
$
3
K
s
9
H z
3
i i
iS z
S | ,
1743
= ' o Mesrprere o raders @it are t used .
"‘0" B, List any boals, campars (o not wlede rucks), Mmoo nomes, of traiers whanh ate not used {1 Verdication of prrsonal
T as a horng and are not taxed as real property by Ine oounty propeny
w
g Listed for Used tor
Chass N . Sale? Transporation
ot Vwner Purchase Price
Description Year (Registation) .
Yes | Neo Yes Ny

173

WIWM i

»

L

Note: M yau think the value the Department of Motor Vebicles will g the gems listed m A and B will te

1o high, you may get three appransals of the actua! value and the average will be used,

MG 210 S (1201
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1t you or any family member answvered "YES” 10 owning tems in the OTHER or BUSINESS section of the
Statement of Facts, MG 210, please give more detaded information about those iterns here,

Fa] A M oyou or any famity rmember own ilerns of Jewelry valued al more than $100 each, or are applying COUNTY USE ONLY
under Pickle and your tems are over $500, you must il n the tollowing:
{Do not include wedding, engagement rings, or heirlooms.) HOomY
- Total Nonesermpt
Listed for Sale? i i
Description Amount Owed
Yes No Appraised Value §______
- $ OV Exerpt
$
B. U you or any {amily member answered "YES® to owring lite insurance, you must fill in the following:
Person Insured Face Policy Davle Current
nsurance Company Value Number Policy Cash
Policy Owned By Issved Value
s - $
1. Yes Noo CSV
s 3 Exemgt 17 50 S
2. ) Exemgt T U0 S
E s s
= £ s
Exernpt L —
O {3 v
g ten Toul CEV §
C. It you or any tarmily member answered “YES" to awring one or more of the following:
1. bural plot, vaul, or crypt, is i for use of mmmediate family? T Yes LI Ner
or 2. mineral nghts o mining claims, is either listed tor sale”? 3 Yes 2 No
oy g, i
Flease give more detaded ntormahion: Exempt b L S
Description:
Owned by:
Cureent Value: 5 Amount Owed: 3
Location:
D. M you or any family member answered “YES” 1o owning a bunial reserve or trust, please §ill n the
foltowirg:
) Bevocable K
Purchase Amount Purchased = trevocabile :
Price Owed For Whom From Whom It Desigrated Fands
$ N Current Voite & ..o
$ $
$ $
{ 55} 1 you or any family member answered "YES” 1o owning one of more of the following types of business
T rems: equipment, vehicles, 1ools, inventory of rmaterials (ncluding fivestock o poultry not for personal
use), you must give more detaded imformation by Hiling in the following.
b4 Estimated | Amount
o Description of Nem
w P Value Owed
Z
2 $ s
fos]
$ $
$ $

50159
SECTIONNO.: 50761 MANUAL LETTER NO.: 254 DATE: 10/30/01 45-24







MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

B e ek iR T R PO — S 5 Yot % ot

VOCATIONAL AND WORK HISTORY
{To Be Completed By ApphicantBeneliciary}

Parent Number 1 Mame

List your employment and training history for the last two years. Begin with your current or iates! job or training.

Grons Gross
Name of Employer or Work or Whon Armount Name of Employer o Work or When Amount
Training Program Traurwng | Employed Momhty Training Progrom Traming | Employed Monthly
k ¥ { 4 3 i
i'} ““J{X’k rn Am...'.,.,.\,,}m.«," . j ‘i‘ﬁ'oﬂ i [POPTROTE. S S .
- >
3 Trawung o 4 T3 Teaing |y i
2 ¥ [ ke . 'R
O work P e red e Mwork | e
% s
3 Trawwnyg - ¢ 3 Traning 1o
3 x 4 ¢ ' Pk
1 Work VT o i i . Y Wi B e st "
O3 Traming |0 b D Tewnirg | - s i
Parent Number 2 Name:

List your employment and training history for the last two years. Begin with your current or latest job or training.

Gross Gross
Name of Employeror | Work or When Amount Name of Employer or | Work or Vihen Amount
Training Progrom Training | Employed Monthily Training Progrom Training | Employed Monthly
' yom 11 e ¥roem  ff
% Work Elesbanll N I Wok T el N
3 Traemng |y I i D Tewrng |y, ;o
by ;s 5 P
hwork | et s Owork | e ‘
O Trwrang |, ;o D3 Traioweg {5 ;o
3 6. .
[ 4 g ;¢
Owork |l Do [T
D¥ramng fy, i Oirwring beg ¢ 7
i, Frovose 3 ot D
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MEDI-CAL U-PARENT DETERMINATION WORKSHEET
{To Be Completed By CWD Statl}

Worker number:

Case name:

Case number: Date

1. Determination of Principal Wane Eamer (PWE)

a. Application date OR date U-Parent deprivation began: .
b, To establish 24-month earnings period, check month on chart for each parent;

Monthnumber 11 sublracitwoyearsbromline fay »

Month number 24: Month/Year immediately preceding fine (ay o

Cumertyear A Year oo
Parent 1's Eamings
3 . Dee, $ Dec. 5 Des.
$ ‘; % \’(»\NO‘V?» } g 5 New. VSQ / s Nowg
'S foc HES: P o vl is Oct.
) l5 o A Ssz;)“”' ey b Ben ; $ Sen
3 Auvg. by Aug g Aug.
3 Jud, s Jud % Jut,
3 Jun 3 Jun, s Jun,
3 May s May by May
3 A 5 A, $ Apr.
w S e
3 Mas, ¢l sy ¢ Mar & Mar
P 3 SO i "
Towak § - 5 :f:l?by [ . p-g »« :74 K Fob. kA Feb,
3 Jan A ibis i # ! Jan 3 Jan,
Currentyear =~ Year Year
Parent 2's Earnings o
9 $ 3 Der.
s $ Moy
$ b3 e,
3 3 Sen
Kerms
3 $ Ao,
& $ Jut.
$ 3 Jun
3 s May
s -3 Ak,
s s Mar,
s Fob,
Totak B, $
3 s Jaor,

The parent earning the greater amount is the PWE:
Plarw o WD

2. lathe PWE working 100 hours or more & month? Siyes  TINo
1 “yes.” complete the Unempioyed Parent Worksheet (MO 3373
Note:  Hihe PWE is » recipient of Section 183H5), heishe moy exceed 100 hours with no carned income test
Pane 2012
50159 e
SECTIONNO.: 50141 MANUAL LETTER NO.: 254 DATE: 10/30/01 48-25




MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

Sropte ok Lt R ead Saare Saene gy gt o pasm, 7,
Ex

INCOME IN-KIND/HOUSING VERIFICATION
(SUPPLEMENT TO THE MC 210 STATEMENT OF FACTS)

WE NELD THE FOLLL
OF THE HOUSINGS
RECEIVING FREE (

County Use Box

Sl Pty
Sl Mo

Wk Na s, S

A. Applicant Authorization Section: (Sign this section if you want the county to verify IN-KIND INCOME)

Namels):

Addrema:

! bereby authorize ) e
concerning any of the information requested bélow,

county to contact

Oate

Applicant Signature:

B. Provider Statement Section: (Statement of person giving/sharing housing, utilities, food, clothing, etc.)

= from mwdrny larmaly
P Foed [ Clathing L. Cash

wrd above rece

1. The person(s) nan

e ey veran
afFtent L Utilities

Y .
fod PloOus

. £ g -
» Thusp i Free L Insxchange for

® PWe have been providing these dems since

W expect 1o continue 10 provide theee demauenl

i No

v WWe nhare b

Hf no, go o nun

“ %
B e

O sharexd arrangement =

3. The TOTAL cout of househohkd ftemg o the ¢ g pddiens i
Housng et Uilites Food Chithing Dash .
( « The number of peopls in the household 8t the above address
4. My redationshep o the personin) nomed above

FCERTIFY THAT THE INFORMATION IN THIS SECTION IS TRUE AND CORRECT:

Dnte

Provider Signatre S —

Phone: { 3 i

" HOUSING VERIFICATION

PROVIDE INFORMATION ABCAIT FREE HOI

SE YOU SIGN, YOU MUST FRLL IN THE HOUE

ENT PAID

Ty ¥ AT N
FEANATION

WS,

LY I YOU, THE APPLICANT, WANT 7(
o 4

§

P

3
Pagres o copperate with any sunh er

{ urnderstand thal the o
processing my appheation
hereby auwthonze any county or sl

rploves o the verdication of this wiormabion. 1
responsile for admirstering the Medi-Cal program Yo contact

e prnpioy e
concernng any of the information provided above

«

2]

I DECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE
STATEMENT IS TRUE, CORRECT, AND COMPLETE,

» e

NFORMATION CONTAINED IN THIS

Uit

Apphicard Sigrahee
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T S T LR

INGRESOS — NO EN EFECTIVO/VERIFICACION DE VIVIENDA
(SUPLEMENTO A LA DECLARACION DE DATOS MC 210)

Para Uso det Condado

NECESITAMOS LA SIGUIENTE INFORMATCIDON PARA DETERMINAR €1

VALOR DE LA VIVIENDAALOUILER, SERVICIOS PUBLICCS ¥ R

MUNICIPALES, ALIMENTCS O ROPA QUE USTED RECIBE GRATISOA |

CAMBIO DE TRABAJO. o e
Werkes Mo,

A. Seccion ge Autorizacion del Cliemte: (Firme as:a Seccion si usted gesea que ei ponm vemiuua ios
INGRESOS NO EN EFECTIVO)

i

Nombre{s)
Dreccion:
Por medio de la presente sutorizo ai contase de 3 que se comunique con
con refacion g cualquier informacion gue se solicita enseguida.
Fechy

Fima del Soicianie:

B. Seccion para la Declaracion dei Proveedor: {anmmmmmmmmm

servicios publicos y municipales, alimentos, ropa, ¢ic.)
ALY pOTSONES) mencionadsis) amba resibein) e myge e nilia

. £ M "

,,,,, 1 ‘*’MI%{;‘!!«I}"};M}Q ey § Servicios Pubdicos y Murssipales L Amoros

* Esto os L. Gratuito L. Acambio de

* Hehemoey m&porz:iorm%o esios articuies desde

* Topero/esperamos sonbinun proporcienande estes articulos s

=
Y

I e
ot LAY ey &1eChvD

5} personaisy mencionadals areba. L S L Ne

£
&%

Cranpanio/eompantimoes os gasios del hogar con ial
(S no By asi, pase al ndmens 3.0
Muestro arreglo de comparnts o3
A0 Dloosto TOTAL de los gastos del hogar on s groconn antenot o9

Alguiinr e Servios POblicos y Mamppales 0 Almenips
H

VIHCE
Fopag ... Dmneroen gwt Vo
- Elnumeo de personas en ebhogar en lo diveccion anterior e
A0 Mirelaoksvparerdescd con inls) prroona{s) mencionadais) arriba vy

CERTIFICD QUE LA INFORMACION QUE CONTIENE ESTA SECCION ES VERDADERA Y CORRECTA:

Fira del Provesdor Fecha:
Drireccion: Yol H

+ VERIFICACION DE VIVIENDA .

© FIRME ABAJO SOLAMENTE I USTED, £ SOLICITANTE, DESEA PROPORGIONAR INFORMACID 10
GRATUITA O ALOUILER (RENTA) QUE SE LE PAGA A ALOUN PARIENTE COMD PRUEBA DE 5 ~@~,zz=s:’:s::;;a, AN
FIMAR, USTED TIENE QUE COMPLETAR LA INFORMACION SOBRE VIVIENDA CGUE SF 1 E PIDE ARMIDBA.

Entiendo que la mlormaciin que yo proporcione como ;m,f*%; de residencia, pudicra ser verilicada por emplesdos
del 'mlaﬂo o del estade para ramitar mi solichud,  Estoy de acue fﬁz:} en cooperar ooa tal empteado enda
verficacion de esta mformacion. Por medio de la presente, avlonzo a los empleadoes del condade o del estade, que
sean ft‘:!ﬁ“(??“’ ables de agdmirestrar el programa de Medi-Cal, 2 ponerse en contacto con

con relacitn a i:»z:zi"weg wdormacion que he proporcionads amba,
DECLARO BAJD PENA DE PERJURIC, EN CONFORMIDAD CON LAS LEYES DEL ESTADD DE CALIFORNIA,

P

QUE LA INFORMACION QUE CONTIENE ESTA DECLARACION £S5 VERDADERA, CORBECTA, Y COMPLETA.

Sy

T ippmaey st B
Firrmp glet !

O G P

20 Pl e
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THPALCMENT OF NEALT SF B0ES

SEAVE CF CALIFCAONIA - ITALTY ANTY WELYASLE. AT SE
- WELE AL RO RAM

COUNTY USE ONLY

Student Educational Expenses
(Supplement to the Medi-Cal Statement of Facts - MC 210} Camo Mo

Camn No.l -
Wkt Mmoo
IO ssessonmnmins
¥ you or any lamdy membt are in college or attending a similar educational inslfvion, Spo MEM 50447 for allowasie
please 11 in the following: AL OXpOTILHS
A, Snadents namols}
EXENMPT:

Mameo of naBniBond s} - -
U Ful-pme L3 Pat-tmo £ Folveme U1 Part me 1] Entira arnount

Stus of saadenk(s) U3 Cond 3 Unarget | U Gend I3 Unddergrant § 13 Only seporecs

43 Cirnotn, Loang, Scholarships, Fodowsepr YERIFICATION Dely

Anourt recetved $ $

Sewrenis’ of grants, oans, gC

S Ofton roveesd ™

o Expmoros Por Term

fo W p sgrrwrs ¥ CQURNINSE Yeir Y

T sty |

Transporiation coss allowsd

18how sommptiadons)

Fhouhs, exraprmont, ol suppent

Chak? care rocas sary ko sehool

Transportation 1 SchookChid Carn

<

onwwt g ke pror Sy

St wttreioct howe marey oyt por wonk!

Tyse of Yanrporiaton wnod (own car,
Dorowes car, ooy pood, dus, pie§

Coste {por month)

® Amount pawd by student (ot own car) 3 $

® Arwvarnt pawct by nders.

» Parung, 1olls, ok

in pabde Tuntportabon (s, Tan,
1.} pvamiolie 7

¥
-
E)
&

51 You

» 1 yes, iddcom cosl

ACIMBE vy (R A

50159
SECTION NO.: 50161 MANUAL LETTER NO.: 254 DATE: 10/30/01 45-29







MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

FUEALTYS ANTY WYL A A NCY EEEARIIENT L MRS Sty s,

NI CF CALITORRNIA
ML AL PR, b

. . PARA LSO DEL CONDALD
iastos Educativos de Estudiantes -
suplemento a la Declaracion de Datos de Medi-Cal - MC 210) Case o

Lo Mo

Worier 2y
Lraw N
S umted © vunlguer miembio Ge B Desia asiste i i unversidad o una nsifucnn donde olorgan G MENE 0T s auwatie

eryrd O una mesttueia educaineg sinelag, por Tovor pomplete o seuente:

LELE R i

it
v Dacrniipoaie i
o - — k2L ROALETD A,

A Neprtw i ool ARt}

XN

Fen b ohe fa weedmcainies
et )

ey e 7Y Ao tiemoed 173 Tamen comed 171 Mo s b oo
3 Tweepn oyt L) Nedoveepe} LT Temgs comgd {77 Mt toepe T e o

< ) Y S, e 13 Ve ks | Prestermchiate |5 See cemruacs b e .
S s LT L Tidantole ) 1 Pomypmbas 13 5 1) b B L3 S grana b UL Lw g

B Sower-ecroraen Prontenos Py = .

[
Y

Lok rooleike

Cossordein

LDy oval Srrenag S0 rpoie?

o mat Lot ng

COPELEY LY NEn e e lmmon e L oo’

519 R— s

(s SRRV E

3

Teare, oo ateer Coni% atfwpst

Lobenn popugn ¥ whley

Camasdo e s SpoeastEs Dts Bery g b ety

H Tearngpore i Ta EonupiaGuardes o olan i

Mt gt vive rodundke i por 2

Thas poor sienans spe st 2 e surin S

LR LA T 147 R0 {and fuiia

EAEV SN W U ARSI ST

It e a iR, Vise (o BT

{hanston i e}

@
P

W e e SO el on Tetuante fe on I SN DR

Wt e DGR L SIS (R VSRR 20

® 5t oorurma sl seiine e
3 gt

[ A%

Sy i PO B cabds
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e o Cafortgyeteatit and o Seraons Agerey Depararsod of Mot Serogwy,

ENGLISH
IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL

PRIVACY AND CONFIDENTIALITY NOTIFICATION

Sections 14011 and 14012 of the Welfare and Institutions Code allow county welfare depariments to get certain facts from you
to decide if you, or the persons you represent, can get Medi-Cal benefits. You must provide these facts 1o get Medi-Cat

benefits. The information will be used: -

1. By the county welfare department to establish first time and ongoing Medi-Cal eligibility.
2. By Electronic Data Systems (EDS) to process claims and make Benefits identification Cards (BICs).

3. By the United States (U.S.) Department of Health and Human Services to make audt andguality controf reviews and
verify Medicare Buy-In and Social Security Numbers (SSNs). ’

4. To verify alien status with the U.S. Immigration and Naturalization Service (INS) only for aliens who claim to be lawtully
admitted for permanent residence or Permanently Residing in the U.S. Under Color of Law (PRUCOL) or Amnesty Aliens
with a valid and current 1688 card. The information the INS receives can only be used to determine Medi-Ca! ehgibility,
and cannot be used for immigration enforcement unless you are committing fraud.

5. By medical services providers and health mainlenance organizations to certify ehgibility.

6 Toidentify health insurance coverage and lake :ew\?e:y actions,

s

MEDI-CAL APPLICANT/BENEFICIARY RIGHTS, RESPONSIBILITIES, AND UNDERSTANDINGS

I HAVE THE RIGHT TO:
1. Ask for an interpreter 1o heip me in applying for Medi-Cal if | have difficully in speaking or understanding the English
language
Be treated fairly and equally regardless of my race, color, religion, national origin, sex, age, or political beliefs,
Apply as a disabled person if | think | am disabled.
Be told about the rules for retroactive Medi-Cal eligibility.

Apply for Medi-Cal and to be told in writing whether | qualify for any Medi-Cal program, even if the counly representative
tells me during the interview that it appears | am not eligible.

oo woN

6. Review Medi-Cal program rules and regulation manuals if | want to question the basis on which my eligibility is approved
or denied.

7. Have all facts that | give to the county welfare department kept in the strictest confidence and to iook at those facts during
regularly scheduled office hours,

8. Receive an immediate need card, when possible and eligible, if | have a medical emergency or | am pregnant.

9. Receive Medi-Cal, as authorized, while my satisfactory immigration status is being documented and verified, if | am
otherwise eligible. Aliens who are lawfully admitted for permanent residence or PRUCOL or Amnesty Aliens with

a valid and current 1-688 card are in a satisfactory immigration status.

10 Be told about the Child Health and Disabilily Prevention Program and the Special Supplemental Food Program for
Women, Infants, and Children, and to ask for help in receiving those services.

11, Ask for and receive information about the Family Planning Program and be told if | am sfigibie for those services.
12. Speakto a social worker about other public or private services of resources that | can get.

13, Be told about Medi-Cal Healith Care Plans that my family and | can join 1o get a doctor and other medical care, and to
choose the aption | prefer,

M P19 39 page 1014
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued)

14. Lower my share of cost by providing past unpaid medical bills (that 1 still owe).

15, Reduce my property reserve to within the Medi-Cal property imit by the last day of a monsh for which | want Medi-Cal,
inctuding the month | apply and to be toid how | may spend my excess property.

16. Divide countable {(nonexempt) community (MY SPOUSE's AND MY) property by written agreement into egual shares of
separate property if ether of us entered a long-term care (LTC) facility before September 30, 1989,

17. Keep a certain amount of countable separate and community property if { emer an LTC facility on or after
January 1. 1880. My spouse and } have the right to be told the amount.

18. Have a stale heanng if | am dissatisfied with an action taken {07 not taken) by the county welfare department or the State
Department of Health Services, except actions relating 1o the Health Insurance Premium Payment (HIPP) and Employer
Group Health Plan (EGHP) programs. If 1 want a state hearing to appeal the decision, | must ask for it within 90 days of
the date the Notice of Action (NOA) was mailed to me. If | do not receive a NOA, | must request a hearing within 80 days
from the date | discover the action (or inaction) with which | am dissatisfied. The date of discovery 1s the date | know, or
should have known, of the action. The best way to ask for 3 heanng is to contact the nearest county welfare department.

| HAVE THE RESPONSIBILITY TO TELL MY COUNTY REPRESENTATIVE WITHIN TEN (10) DAYS
WHENEVER:

1. Income received by me or any mamber of my family increases, decreases, starts, or stops. This includes inceme from
Social Security Administration (SSA), loans, settiements, or any other source.

I pfan to change or have already changed my place of residence or mailing address.

A person, including a néwmsm child, whether or not refated to me or my family, moves into or out of my heme
An absent parent returns (o the home.

1 or a member of my family gives birth, becomas pregnant, or ends a pregnancy.

I, my spouse, or any member of my family anters cr leaves a nursing home or an LTC facility

N h N

I recetve, transfer, give away, or seli real or parsonal propenly ;mcvudmg money} of when someone gvés me or a member
of my family such things as a car, house, insurance payments, elc .

8. | have any expensas that are paid for by socmeone other than myself.
9. | oramember of my family gets a job, changes jobs, or no !orz’Qer has a job.
10. 1 have a change in expenses refated to my job or education, (For example: child care, transportation, etc )

11. 1 or a member of my family becomes physically or mentally impaired so that I/he/fshe cannot get or keep a job (this would
include a child in the family who may not be able to get a job in the future due fo the impatrment)

12, 1ora member of my family applies for disability benefits with the S8A, Veterans Administration, or Rallroad Retirement.
13.  One of my children drops out of school or returns 1o schocl.
14. There is a change in the citizenship/immigration status of any family member applying for or receving Medi-Cal

15, Health insurance coverage for me or a member of my family changes.

1 HAVE THE RESPONSIBILITY TO:
1. Complete and return a status report by the date required when requested by the county.

2. Give proof that | am a resident of Californa,

3. Make a dectaration about my citizenship/immugration status.

MC 219 {3 Page £ o1 4
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued)

Provide an SSN for myself and/or for any member of my family who has an SSN and wants Medi-Cal benefits. if 1 am a

4.

U.S. citizen, a U.S. national, or an alien in a satisfactory immigration status, I must apply for an SSN and provide it to the
county if | do not already have one. if | need to apply for an SSN, | can get help from my eligibility worker, but | must
work with the SSA lo clear up any questions or my Medi-Cal will be denied or stopped. (Aliens who are not in a
satisfactory immigration status and do not have an SSN can get restricted Medi-Cal without applying for an SSN if they
meet all the rules.) -

Apply for any income that may be available to me or any member of my family.

6. Apply for Medicare benefits if 1 am blind, disabled, have End Stage Renal Disease, or am 64 years and 9 months of age
or clder and eligible. 1 am responsible for telling my providers that | have both Medi-Cal and Medicare coverage.

v?

7. Apply for and enroll in any health insurance if that is available to me and my family at no cost. | have the responsibifity to
remain enrolfled in the health plan when Medi-Cal approves payment of plan premiums by the State of California.

8. Report 1o the county department, and 1o the health care-provider, any heaith care coverage/insurance I carry or am
entitied o use, including Medicare. If | willfully fail 1o give this fact. | may be guiity of a criminal offense, or may be billed
by my provider.

9. Go to my health care p!an {such as Kaiser, CHAMPUS or a Medicare HMO) for medical care. (Medi-Cal will not pay for
any services covered by the plan.)

10. Give any insurance payments | receive to the Stafe if Medi-Cal has already paid for my care.

11. Go to a presentation, if presentations are given, and make a written choice, or answer if received by mail, about how |
want to get my Medi-Cal benefits. If | do not go and make a choice, or choose by mail, my eligible family members and |
may be signed up in a Medi-Cal Health Care Plan near my home.

12, Sign and date my BIC when | get it and ensure # is used only o get necessary health care for myself or eligible family
members.

13. Take my BIC 1o my medical provider when | am sick or have an appointment. In emergencies when the BIC is not in
hand, | must get the BIC to the medical provider when possible.

14. Report to the county depariment when ) receive health care services because of an accident or injury caused by another
person’s action or failure 1o act, for which Medi-Cal has been, or may be billed.

16, Cooperate with the State or county in establishing paternity and identifying any possible medical coverage | or my family
may be entitled to through an absent parent.

16. Cooperate with the Stale of California if my case is selected for review by the quality control review team. If | refuse to
cooperate, my Medi-Cal benefits will be stopped.

| UNDERSTAND THAT: '

1. Failure fo give necessary facts or deliberately giving false facts can result in Medi-Cal benefits being denied or stopped.
My case may also be investigated for suspected fraud,

2. The facts | give will be checked by computer with facts given by employers, banks, SSA, Franchise Tax Board, welfare,
and other agencies. | will have the right to give proof to correct any facts which are found to be wrong,

3. Aliens who are not in a satisfactory immigration status and do not have an SSN can get restricted Medi-Cal without
applying for an SSN if they meet all the rules.

4. Immgration status data given as part of the Medi-Cal application is confidential.

Based on my income,d will have to pay or be billed for part of my medical expenses before | can get Medi-Cal.

6. i 1 do not report changes promptly, and because of this, receive Medi-Cal benefits that | am not eligible for, } may have 1o
repay the State Depantment of Health Services.

MO VB {99 Fage dot 4
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IMPORTANT INFORMATION FOR PERSONS REQUESTING MEDI-CAL (Continued)

7. I 1 am receiving Medi-Cal based on disability and 1 apply for disability benefits from the SSA, and the SSA denies my

disabilty claim, my Medi-Cal may be stopped. K | appeal my SSA denial right awav, my Medi-Cal will continue until the

- SSA makes a final decision. If the SSA allows my claim, then my Medi-Cal benefits will continue. If the S8A dees not
allow my claim, then my Medi-Cal benefits will stop. .

8. As a condition of Medi-Cal eligibility, all rights to medical support andfor payment for medical services for myself and any
eligible persons that | have legal responsibility for, are automatically assigned to the State.

9. {f medical support is court-ordered from an absent parent for my children, the insurance carrier must alfow me to enroll
and provide benefits to my children without the absent parent’s consent.

10, If | don't apply for or keep no-cost health coverage or state-paid coverage, my Medi-Cal benegﬁirs and/or eligibility will be

denied or stopped.
11, When | apply for Medi-Cal, | will be evaluated for potential eligibility under other medical assistance programs, including
the HIPP and EGHP programs. _

12, i 1 ask a Medi-Cal provider for any services not covered by my non-Medi-Cal heaith insurance plan, | must give the
medical provider a wotlen statement from my heaith plan saying it does not offer the Medi-Cakcovered services.

13 Medi-Cal providers cannot coliect insurance copayment, coinsurance, of deductibles from me unless the payment is used
to meet my Medi-Cal share of cost andfor copaymernd.

14 1f 1 am admitted 10 2 nursing faciity and I have nd intention of retirning to my home. the State may impose a lien against |
my property.

15, After my death, the State has the right to seek reimbursement from my estate for all Medi-Cal benefits | received after
age 55 unless | have a surviving spouse (during his or her lifetime), minor children, bbnd or permanently and totally
disabled children, or it wouid create a hardship for my heirs.

16, Afier the death of my surviving spouse, the State has the right to claim from the part of his or her estate received from
me, all Medi-Cal benefits | received after age 55 up to the amount of property my spouse received from my estate,

. am applying for Medi-Cal benefits from

County Welfare Department {on behalf of : ).

" hereby state that | have reviewed the information on this form with the county representative and that | fully
anderstand my RIGHTS AND RESPONSIBILITIES to have my eligibility determined for Medi-Cal and 1o maintain
hat eligibility. .

Faleptone Numbsd Dattee

ternrers Signshe Tedephorme Mrnfey Dater

! have explained to the applicant the rights, responsibilities, and other information listed on this form.

£ Bgibdtty Warker's Sigratere T ehephne Narmber Late

UG R (309 B our 0o w0y Fage 4 of 4
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Htave of Coltomap—MHemth and Horoan Serages Agemey Departmert of Heakh Siraces

Case Number

Case Name

SUPPLEMENT TO STATEMENT OF FACTS FOR RETROACTIVE COVERAGE/RESTORATION

are true and correct statements,

My present circumstances, as listed on the Statement of Facts which 1 signed on
Date)

except as specified below.

to the best of my knowledge, for the month(s) of
(o resstoradons, T 3H0UKS Trr 18 FDOND 1 which the reguent i made )

ircumstances that arefwere different: JUETESiEY R 6 G i o] cnange "y Documentation 15 needed to verify all sources of mcome and
to suppont any difference in property, residence, etc.

Month: Month: Month:

Circumstances

Number of persons living in your home

Incorme—
Specify any differences im

Amount of income

Kind of income

Work expenses

Education expenses

Child care
Al Personal Properly including motor
vehicles, boats. bank accounts, etc.
{Lowest bank account balances should .
be listed for each month unless they Checking: Checking: Checiung
were exactly the same as the balance
listed on the Statement of Facts. List Savings: Savings: Savmngs
differences or state “No change.”
Real Property (ist differences only or
state * No change.”)

Calitornia Resicent 7] Yes "} No [ Yes [ No " ves {J Neo
{7} Yes 1 Ne 1 vee ) No

Otbet Insurance Coverage Change 3 Yes 7 No

Other (List differences only or state "No
change.”)

1 understand that | may not retroactively spend my property down in order to reduce its amount and thereby quality ot Meds-Cal

} understand that I may be asked to prove my statements but that the county is required by law 1o keep them confidental. and that f drssatshied,
L have a nght 1o a fair hearing. | understand that if 1 deliberately make false statements or withhold information, | can de prosecuted fod traud.

Sgnatare Datr
Sigrature of person achng for apph and L] ian, cor L ei0) Date
S of witness (requied X ap igrsed by k) Date
The following person helped me to fill out this form;
MName and relabonshin Y apphoarst Address Date
R IID A {NIBS Formunty MC 212}
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4U-NOTICES OF ACTION

Federal regulations (Title 42, Code of Federal Regulations, Section 435.912) require that the welfare
department:

*must send each applicant a written notice of the agency’s decision on his application,
and, if eligibility is denied, the reasons for the action, the specific regulation supporting
the action, and an explanation of his right to request a hearing.”

In addition, Section 431.210 states that the notice must provide an explanation of the circumstances
in which aid paid pending applies.

i Completion of Notices of Action

Approval Notices of Action (NOA) must be sent to the applicant within the-time standards specified in

Title 22, Code of California Regulations, Section 50177. Approval NOAs must contain the names of -

the individuals affected, the application date and effective date, if different, and any other information
specific to the case, such as share of cost, restricted benefit information, etc.

For persons in a nursing facility, the original NOA should be mailed to the applicant at the nursing
facility, and, if requested by the family, a copy to the administrator of the facility. Speed letters and
other “conditional notices" are not required to be sent to the administrator. in addition, the county shall

send a copy to the individual’s representative if another person is acting on his/her behalf. )

For any adverse NOA (such as a denial, increase in share of cast or other change in benefits), the
appropriate section numbers of Title 22 must be included which would refer the individual to the
corresponding regulation. The citation of section numbers for non-adverse NOAs is optional.

NOAs sent to deny or discontinue Medi-Cal benefits must also have the specific reasons stated that
necessitated the action. A NOA issued to deny an applicant who has not provided information
requested and needed for the eligibility determination, for exampie, should specifically list the items that
had been previously requested but not provided.

EXAMPLE:

Bob and Delores Doe apply on June 1, 1995. During the intake face-to-face interview on
June 9, 1995, the applicants are advised that they need to provide their last three pay stubs,
a copy of the current bank statement for a savings account at Wells Fargo Bank, and the
current statement for a checking account at their credit union.. At this time, they are given a
written request for these items which are due on June 19. On June 20, the eligibility worker
(EW) receives two pay stubs for Mr. Doe and three for Mrs. Doe, and a bank statement for the
credit union account, but the Wells Fargo account statement and the May 19 pay stub for
Mr. Doe are still needed. The EW send a speed letter to the Doe's stating that the Wells Fargo
statement and the May 19 pay stub for Mr. Doe must be received by June 30 or the application
will be denied.

SECTION NO.:5017, MANUAL LETTER NO.: 145 DATE: July 18, 1925 4U-1
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On July 3 a denial NOA is sent with the following message:
"Your application dated June 1, 1995 for Medi-Cal is denied. The reason for this denial is:
You did not provide the following information requested on June S and June 20, 1995:

pay stub dated 5/19/95 for Bob
Wells Fargo bank statement #42315424 for May 1995."

The NOA must be specific so that the applicant knows exactly what must be provided to the county
to determine Medi-Cal eligibility. Some applicants have numerous bank accounts, life insurance
policies, etc., and a generic statement that they have not provided a "bank statement” or “life insurance
poﬁcv'nsnotadequatew:ﬂwmaddinonahdemfvngmfomaum

in addition, this denial NOA will cite sections 50167 (Venﬁauon PnortoAppmval)and50175 (Denial
or Discontinuance Due to Lack of information, Noncooperation or Loss of Contact). Every action that
an application may be denied on must be stated on the NOA with the corresponding regulation sections
cited.

i. ADEQUATE AND TIMELY NOTICE

'Adumnoﬁee'uhstbemﬂedWﬂemmﬂwappﬁcanﬂbmﬁc&wmhmMﬂndmd
the action for the following situations:

o Factual information has been received that the beneficiary is deceased.

o A written statement that the applicant/recipient wishes to withdraw an application or
discontinue Medi-Cal benefits.

o The beneficiary signs a waiver of ten-day notice. ﬂ:iswmhormauymma
change to the individuals’ income, property or family makeup would result in
termination, or increase in share of cost and the beneficiary knows that the adverse
action must take place due to that change.

] WWSMmemmmmmﬁnm
forwarding address. i a new forwarding address is supplied by the post office, the
county must re-mail the NOA to the new address.

o If the new address indicates out-of-state residence.

o If information is received that the beneficiary has been approved-for Medi-Cal in another
county.

“Timely notice” is a NOA mailed at least ten days before the date of the action specified in the NOA.
m. NOAs AND AUTHORIZED REPRESENTATIVES

Many times an applicant or beneficiary will designate another person or organization to act as the
intermediary to funnel information between the applicant/beneficiary and the county. These "authorized
representatives” (ARs) many times request that the county send a copy to them of every NOA which
is sent to the applicant/beneficiary.

SECTION NO.:s0175,  MANUAL LETTER NO.: 145 ' DATE: guy 18, 1995 4U-2
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Per All County Welfare Directors Letter (ACWDL) Nos. 91-98 and 893-84, the AR ls only permitted a

copy of a NOA which the applicant/beneficiary specifically requests be sent to the AR. The counties
are not obligated to issue NOAs on a routine basis to anyone other than the applicant/beneficiary or for

those listed in | on page 4U-1 of this procedure.

There is one exception to this policy. The county is required to provide copies to the AR of all NOAs -
or other correspondence that the county has sent to an applicant/beneficiary in regard to a hearing
request or hearing issue if the county has received notification from the applicant/beneficiary that the
AR is authorized to represent him/her. - (ACWDL 85-30)

. MINOR CONSENT AND NOAs

A child applying on the basis of Minor Consent shall be given a NOA in the office at the conciusion of
the interview/eligibility determination. MC 239V is the appropriate NOA to use for Minor Consent
situations. This NOA has the appropriate section citations pre-printed on the-form: The EW should
advise the applicant/benéficiary to read and destroy the NOA if confidentiality may be compromised due
to their living situation. : ’

A copy of the MC 239V is attached.

SECTION NO.: 50173, MANUAL LETTER NO.: 145 DATE: July 18, 1935 4U-3
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e s Agene SAOPIme 2 mgaT™ ST
MEDI-CAL - o -
NOTICE OF ACTION
APPROVAL OF BENEFITS
—_— stone —
— —_— CASE NAME:
: CASE NO.:
DISTRICT:
i _J THIS AFFECTS:

Your application for Medi-Cal benefits has been approved.

| You are entitied 1o receive Medi-Ca! penefits beginning the first gay of . You will receive a2
Megi-Cal Benefits identification Card soon. Do not throw this card sway. This card is good as ong as you are
engible for Medi-Cal. Take this plastic card to your doctor o other Medi-Cal provider when you request medical
services.

0

Smmmmmmmwmmmmamdmmmum
toward your medical care. Your share of cost s S begnmng . Your share of
cost was computed as foliows:

Gross income

Net Nonexempt income

Maimenance Need

Excess income/Share of Cos! S
Ywmcdrdwlsmmmerfmmammdmmwy The amount that you fmust pay or

obhgale 1o the provider wiil be automatcaitly computed. Thereguﬂwnwhmmestmsmsc;mm
of Regutavons. Titie 22. Secaon S50653.

-1 You are eligidie for Medi-Ca! benefits for only because you nave appked for Mmor Consent
Services and must reapply each momth that you need Medi-Cal. The reguiatons wihich require this acton are
Caltormia Cooe of Regutations, Title 22, Sections 5§0147.1 and 50163. You will receive a paper Medi-Ca!
lgentrficaton card. Take this Card 1o your medical provioer when vouoblam-care for your Minor Consent neec.

"n w0

3  You are eligidle for Medi-Cal benefns for - onty because
. The reguiations wiuch require this

acuon are Catitorrua Coge of Regutatons. Titie 22. Secuons):

]  You must bring or mail the verification listed below by or your eligibility for Medi-Ca!
penefns will be discontnued etiective the iast day of

The regutanons which require this action are Catitornia Code of Hegumons‘ﬁﬂezz. Section(s):

i
¥

Topomy wone

SECTION NO.: 507, MANUALLETTERNO.: 145 DATE: 53y 18, 1005 4U-4
s0179.5

Sa179.7






MEDI-CAL ELIGIBILITY PROCEDURES MANUAL

4V — MINOR CONSENT MEDI-CAL SERVICES

BACKGROUND

California Family Code provides that a minor may, without parental consent, receive services
related to sexual assault, pregnancy and pregnancy-related services, family planning, sexually
transmitted diseases, drug and alcohol abuse, and outpatient mental health treatment and
counseling.

Minor consent services are categorized by age as follows:

UNDER AGE 12: AGE 12 YEARS AND OLDER:

e pregnancy and pregnancy-related care sexually transmitted diseases treatment

e family planning services drug and alcohol abuse treatment/counseling
e sexual assault services mental health outpatient care

pregnancy and pregnancy-related care
family planning services

sexual assault services

Methadone treatment, psychotropic drugs, convuisive therapy, psychosurgery, and sterilization are
excluded from the services which a minor may receive without parental consent. The
above-named services which a minor may receive on his/her own will be referred to as "minor
consent services.”

The Medi-Cal regulations and procedures are different for minor consent Medi-Cal coverage than
they are for full-scope Medi-Cal coverage in the areas of:

parental informing of the child’'s need for medical care,
parental consent to Medi-Cal coverage for the child,
parental consent to medical treatment of the child, and
parental financial responsibility for the child’s medical costs.

e o6 o o

State law provides that persons under 21 years may apply for minor consent services Medi-Cal
without their parents’ consent or knowledge. The statute further provides that the parents shall
not be required to contribute to the cost of minor consent services. However, the parents’ income
and property must be considered in the eligibility determination for Medi-Cal if the child requests
other medical services not covered under minor consent services.

State law requires that the parents or guardians of a minor receiving outpatient mental healith
treatment or counseling, or services for drug or alcohol related problems be contacted and
encouraged to participate in the treatment. The parents or guardian may not be contacted if the
health care professional treating the minor believes it would not be advantageous to the minor to
have parents or guardian invoived. If the parents or guardian do participate in the treatment, they
are required to pay for their share of any services they participate in — i.e., family counseling or
individual/couple counseling for the parent(s).

Although all minor consent cases are confidential, the parents' or guardian’s knowledge of their
child's circumstance in no way affects eligibility for minor consent services, and no contact shall
be directed to the parentis) or guardian(s). A minor must apply for minor consent services.
Parent(s) can not apply on behalf of their minor child. However, one parent may accompany a

S0147.1
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minor to apply for minor consent services when there is a2 need or desire to maintain confidentiality
with the other parent. The confidentiality requirement is not waived i in this situation. Notices of
Action (NOAs) shall not be sent to the home address, etc.

2. COUNTY WELFARE DEPARTMENT RESPONSIBILITIES

Minor consent services, other than pregnancy and pregnancy-related services, are supported with
State funds only. California received State Plan Amendment approval to claim Federal Financial
Participation (FFP) for all pregnancy-related services provided through Minor Consent Services.
Effective October 1, 1996, these services are eligible for FFP. For ali other Minor Consent
Services, no federal funds are claimed since the income, and resources of the minor's
parents/guardian are not considered in establishing eligibility. Therefore, it is critical that the
following criteria be strictly adhered to:

a. Pme&aingofMinorConsentAppﬁamsUuderﬁYeafsznAreAd:ﬂts

Persons under 21 years of age who are defined as aduits under the definition of regulation
Section 50014 are not eligible for minor consent services and shouid be proceased for
full-scope Medi-Cal.

b. Processing of Minor Consent Applicants Under 21 Years Who Are Not Physically Living
With Their Parentis).

A minor must be considered living in the home to be eligible for minor consent services.
If they are away temporarily, i.e., school/college, they are considered living in the home.
if the minor is living temporarily with another relative or friend they are considered living
in their parent(s) home if their parent(s) are legally and financially responsible for the
minor, i.e.; minor is claimed as a dependent for income tax purposes.

-if a public agency has legal responsibility for a minor he/she is not eligible for minor
consent services. If a minor is 8 Seriously Emotionally Disturbed (SED) child they are
considered living in the home in regard to determining Medi-Cal eligibility. An SED child
may apply for minor consent services. However, minor consent Medi-Cal will not cover
mental heaith treatment or counseling that is required by the child's Individual Educational
Pian (IEP), whether the SED child is in 24-hour care or a day treatment program.

c. Processing Minor Consent Eligibifity

At the initial intake, and when an annual redetermination is reguired, a new MC 210 and
219 must be completed. If a break occurs in the monthly reapplication for minor consent
services, a new MC 210 and 219 OR MC 210A must be completed. Minor consent
applicants are not required to provide their Social Security number {SSN) for eligibility. i
the minor provides his/her SSN at application, the county is not to use the SSN for
screening purposes or for any eligibility determination. To do so would compromise the
minor’s confidentiality. Minor consent applicants do not have to provide the same level
of verification as an applicant for full-scope Medi-Cal. Minor consent applicants are not
required to provide any identification. Section 50167(D)4 exempts the minor consent
applicant from this requirement. in addition, Section 50167(V)}{8) exempts the minor

S0147.1
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consent applicant fromn the requirement to verify pregnancy. If the minor is employed,
they must provide pay stubs. Bank account statements are required if they own a bank
account and have access to the information.

At intake, and every time a minor recertifies for minor consent services {except for
outpatient mental health services), they must complete an MC 4026 (Request For Eligibility
Limited Services). The Eligibility Worker (EW) must review the MC 4026 with the minor
and verify that the information on the MC 210 has not changed. The revised MC 4026
contains specific rights and responsibilities that the minor must read and sign upon initial
application and all subsequent recertifications. The minor must aiso complete the MC 13
{Statement of Citizenship, Alienage and Immigration Status) {see section f for further
instructions.}

Minor consent eligibility is for a period of one month. Children receiving minor consent
services, including outpatient mental health services, are required to report changes, which
may impact their eligibility, to their EW in person each month.

d. Identification of Types of Minor Consent Services

Children applying for Medi-Cal minor consent services must specify the type of services
for which they are seeking coverage on the MC 4026. The Departmnent of Health Services
{DHS) has assigned four specific aid codes to reflect eligible minor consent services.
These aid codes are effective September 1, 1997. With the implementation of these
aid codes, the "L" codes previously used are eliminated. Listed below are the aid codes
and categories of service for each:

AID CODE CATEGORY OF SERVICE

™ Restricted to minors who are at least 12 years of age and limited
to sexually transmitted diseases, drug and aicohol abuse, family
pianning, and sexual assault treatment. This aid code is not to be
used for outpatient mental health services. This aid code may

have a share of cost.

7N Restricted to pregnant minors of any age, limited to pregnancy
and pregnancy-related services. This aid code does not have a
share of cost.

7P Restricted to minors who are at least 12 years of age and limited

to sexually transmitted diseases, drug and alcohol abuse, family
planning, sexual assault treatment and outpatient mental health
treatment and counseling. This aid code may have a share of
cost.

7R Restricted to minors under age 12 and limited to family planning
and sexual assault treatment. This aid code is not to be used for
outpatient mental health services or drug and alcohol abuse. This
aid code may have a share of cost.

50147.1
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When minors present their minor consent Medi-Cal card to a provider, the provider verifies their
eligibility through the Point of Service (POS) network. The eligibility verification system will return
a restricted eligibility service message for the minor consent service entered into Medi-Cal Eligibility
Data System (MEDS]). The providers have been directed via the provider manual that minors are
entitied to the category of service which is transmitted via the eligibility verification system.
Providers are also informed that minor consent services are confidential, and parents are not to be
contacted regarding their child's receipt of the requested services {provider manual section
100-24).

f.

Minors Requesting Outpatient Mental Health Treatment and Counseling

Minors requesting outpatient mental heaith treatment and counseling must submit to the
county welfare departinent a statement from a mental health professional which states
that the child needs mental health treatment or counseling, the estimated length of time
treatment will be needed. in addition, the statement rmust specify that the minor meets
both of the following:

[Minor] is mature enough to participate intelligently in the mental health treatment or
counseling, and is one of the following: :

(a) In danger of causing serious physical or mental harm to self or others
. ‘without mental health treatment or counseling; OR

(b}  An alieged victim of incest or child abuse.

For purposes of this section, a mental health professional is: a licensed marriage, family
and child counselor; licensed clinical social worker; licensed educational psychologist;
credentialed school psychologist; clinical psychologist; licensed psychologist; or
psychiatrist.

The MC 4026 does not have to be signed each month that the minor is eligible for
outpatient mental health services. The minor consent case may be approved each month
that is covered in the statement provided by the mental heaith professional indicating the
length of the treatment plan. However, as in all minor consent cases, the minor must been
seen and the case must be approved each month and a NOA must be issued. The
MC 239V NOA should be used for all minor consent cases.

Minor Consent and Immigration Status

Any minor consent applicant who states that they are not legally present in the United
States should be denied benefits. However, the EW may not request verification of any
child’s immigration status if the child does not have gasy access to such verification.
Otherwise eligibie children under 21 years of age are entitied to all minor consent services.

All minor consent applicants, regardiess of their immigration status or citizenship, are
required to fill out form MC 13.

SECTION NO.:
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A Systematic Alien Verification for Entitiements (SAVE) check shall not be submitted for
minor consent services. EWs must advise alien minor consent applicants that immigration
and Naturalization Service will not be contacted regarding their immigration status.

g. Minor Consent Medi-Cal Card

Minor consent beneficiaries receive a paper ID card that is good for one year from the date
of issuance. Counties shouid not have to issue a new card when a minor reappliies for
minor consent services unless it has been 12 months since the last date of issuance, or
if the card is lost. When continuing or re-opening a minor consent case the issuance of
the Medi-Cal card can be suppressed by typing 'LOGSf at the card issue site on the
EW15 screen. ‘

A separate minor consent case does not need to be opened for minors who are already
inciuded in a public assistance case; a Medi-Cal Family Budget Unit (MFBU) with no share
of cost, or for minors who apply for and receive Aid to Families with Dependent Children
(AFDC) cash on the basis of pregnancy. In addition, if a minor is covered under a Managed
Care plan the minor should be referred back to the plan for treatment unless the minor is
requesting drug/aicohol abuse treatment or mental health treatment. If the minor is
enrolled in a Managed Care plan and the minor requests drug/alcohol abuse or mental
health treatment, a minor consent application should be taken and processed.

If the minor is included in an MFBU with a share of cost, issue the minor a minor consent
Medi-Cal card. If the minor is included in a MFBU without a share of cost, issue a paper
immediate need card.

If a minor requests services related to pregnancy, the unborn is inciuded in the MFBU as
an aided child. The maintenance need for two is used. Once the child is born the minor
mother must apply for full-scope Medi-Cal for the child if Medi-Cal coverage is desired for
the child. There is no continuing eligibility for the minor's child under minor consent
services. A new case must be established for the minor's child. The minor parent is then
an ineligible member of the child's MFBU.

h. Reporting of Minor Consent Higibles

To assure confidentiality, MEDS requires that ali minor consent Medi-Cal identification
cards be tssued by an on-line transaction on a MEDS terminal using pseudo numbers rather
than actual SSNs. To ensure that minor consent applicants/beneficiaries do not receive
mailings from DHS, the county welfare department must not submit a home address to
DHS via MEDS.

i. Other Health Care Coverage

f the minor is included in their parents’ MFBU and the child's parent(s) have other health
care coverage (OHC), the county must remove the OHC code from the minor's paper
immediate need card. County departments shall not report other health care coverage
information for children who are applying for minor consent services unless the minor has
his/her own OHC through and employer or other accessible source.

50147.1
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If an immediate need card is being issued to the minor based on the parent's Medi-Cal
case and the minor has an OHC code on MEDS, the county is to use the EW 15
transaction which will immediately and permanently remove the OHC code for that
individual. This will avoid any situation in which the Health Insurance System (HIS) will
reassert the OHC prior to the minor receiving the limited service that they are seeking. If
there is no further need for a limited service, the county will have to reenter the OHC prior
to the next month of eligibility on MEDS. This action assures assure that services are
correctly tied to the OHC.

Confidentiality and Child Abuse Reporting Requirements

State law and regulations on minor consent services prevent the county welfare
department from contacting the parents of a child applying for minor consent services
only. The Child Abuse Reporting Law requires the county welfare department to report
suspected child abuse to child protection agencies, law enforcement agencies, and
agencies responsibie for investigation of cases involving dependent children. County
welfare workers should make reports as required by Penal Code Section 11166.

3. Medi-Cal Provider Responsibilities

California regulations, Title 22, Section 51473.2 states that providers may render services to
minors without parental consent only if:

(1) Those services are related to a sexual assautt, pregnancy and pregnancy related,
family planning, drug or alcohol abuse, sexually transmitted diseases, or outpatient
mental health treatment and counseling; OR

(2} The minor is living apart from his/her parentis) and neither the parent(s) or a public
agency will accept legal responsibility for the child.

4. DHSWS-MMM&MMI&%WBEOMBS)

DHS will take necessary precautions to assure that children receiving minor consent services will
not receive BEOMBS (see Medi-Cal Eligibility Procedures Manual, Section 16-D). The Department
does not send a BEOMB for any beneficiary who received a sensitive service (i.e.; abortion, drug
and alcohol counseiing, etc.). Therefore, minors who are issued a paper card copy on their
parents’ case should not receive a BEOMB.

SECTION NO.:
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S of CalSunnio-diestih ang Wallare Agancy ) Ouparemsnt ¢f Mesiih Services

M

FOR COUNTY USE ONLY-State Muamber -
Ald Sestel Mumther

Canmty U Purses Na.
l]llll1lll]ltl
PART A.
| need/continue to need services related to: (Please check one or more of the following.)
UNDER AGE 12 AND OLDER: AGE 12 YEARS AND OLDER:
1. O Sexusai Assault 3. O Sexually Transmitted Diseases
2. DPregnancyorFmﬁylening. 4. O Drug or Alcohol Abuse

5. O Outpatient Mental Health®
mmmwmm,aWMawmwmm
you mest the requirements for those services must be presented to your Eligibility Worker.

PART B.
1 am requesting medical assistance for the month of: /
Month Year
O 1 choose to receive my Medi-Cal card immediately upon signing this form.
OR O 1 request that my Medi-Cal card be sent to the foliowing address:

Street Number City ZIP Code
PART C. RIGHTS AND RESPONSIBILITIES

1. 1 understand that | will receive a paper Medi-Cal ID card that is good for one year from the issue date
°  onthe card. This card is for identification only and does not verify eligibility.

2. 1 understand that my eligibility is good for one month, and each month | need Kinor Consent medical
’ services | must come back into the welfare department to recertify my efigibility to at least one of the
above services. To allow time for my eligibility worker to process my recertification, | must come in

and compiete this form as soon as | know | need to see 2 doctor or need medical care.

3. 1 understand that if any of the following occurs | must tell my eligibility worker at my next imterview
when | recertify my eligibility:
a. | move out of my parent's/guardians’ house.
b. | get married.
c. My parent(s) stop supporting me or deciaring me as a dependent for tax purposes.
d. | get a job or quit working.
e. | acquire some property; i.e.; bank accounts, automobile, stocks, bonds, trust funds, etc.
f. i give birth or my pregnancy ends for any reason.

4. | will receive this card and the medical services | have requested without my parents/guardian being
contacted. .

“Signauxe of Apphcant Date

Signature of County Representative Date

MC 4026 (11/95)

SECTION NO.: MANUAL LETTERNO.: 157 DATESFEE 2 9 {958 4V-7
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MEDI-CAL P ~1
NOTICE OF ACTION
APPROVAL OF BENEFITS
L- CXREETY Staary —J
—_ — CASE NAME:
CASE NO.:
L _ ~ THISAFFECTS.
Your application for Medi-Cal benefits has been approved
T You are entwied 1o recerve Medi-Cal benefits begurung the st day of . You will receive 3

Medi-Cal Benefits identification Card soon. Do not throw this card awsy. Tius ¢ard 13 good 83 fong &S you are
ehgible for Meci-Cal. Take tres plastc Crd t0 your Goctor Or other Medi-Cal provider wnen you request medical
Services.

wmmmmmmbmmmmamdmbmww
TOWSId your Medical cars. Your share of cost s $ begnmng . Your share of
COSt was compuied as follows:

Gross income

Net Nonsxempt income

Masrwenance Need

Excess income/Share of Cost
Your piastic card wall Show your provider il you have a share of cost to pay. The amount that you must pay of

wcmmunmmemmmmmsmm
of Regutatons. Title 22, Sechon S0653.

You sre ehgie for Medi-Cal benetits for only decause you nave apphed for Minor Consent

»w N nn

Sefvices ang must reapply each month that you need Med:-Cal The reguiations wiuch requre fius action are

Canforrsa Code of Regutations. Title 22. Secuons 50147.1 and S0163. You will recerve a paper Mea-Cal
wmmmmnmmmmmwmumwwm

You are ebgidle for Med-Cal benefis tor ' _ only bocause
. The reguiations wiuch require thus

acoon are Caitorrea Code of Regutavons. Tale 22. Seconts)

Ywmmwﬂubumwmw or your ehigiaity for Medi-Cal

Oenetts will be GSCONUNUEd sliective the iast aay of

Tmmmmmmmmde.TﬂoaM)

“C ZIv « @
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4X-Single Point of Entry Processing and
Referrals to/from the Healthy Families Program

BACKGROUND

Welfare and Institutions (W&I) Code Section 14011.1 mandates a simplified
Medi-Cal application package and mail-in process for pregnant women and
children. The intent of this law is to provide easy access for this population to
apply for and receive Medi-Cal benefits as quickly as possible. A joint mail-in
application (MC 321) for the Healthy Families Program (HFP) and Medi-Cal for
Children and pregnant women was developed. The joint application is mailed to
a single administrative vendor to be screened for income eligibility. This entity is
referred to as the Single Point of Entry (SPE). The SPE administrative vendor is
also the enrollment vendor for the HFP and in that role is referred to as the
Healthy Families Administrative Vendor (HFAV). Because the application
process between SPE, the HFP, and counties has evolved over the past several
years, the purpose of this section of the procedures is to provide counties with a
comprehensive guide to the current SPE and HFP policies and procedures.

The Application
A. Application Formats
1. MC 321

The HFP/Medi-Cal for Children and Pregnant Women application
(MC 321) is a mail-in application, to be used in lieu of the MC 210.
The MC 321 is available in ten languages (English, Spanish,
Vietnamese, Cambodian, Hmong, Armenian, Cantonese, Korean,
Russian, and Farsi). Counties may request the application in these
languages using the HFP/Medi-Cal application order form available
on the California Department of Health Services (CDHS) website.
The website address is as follows: www.dhs.ca.gov/mcs/medi-
calhome/HFApp.htm.

2. Health-e-App

Health-e- App (HeA) is a web-based application designed to
parallel the MC 321 application process. HeA is available for use
by Certified Application Assistants (CAA) and counties. It is not
available for use by the general public. Applying with HeA is a
two-step process. The first step is completing the application
information via a secured Internet site as text data. The second
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step entails faxing all supporting information and signature pages to
fax servers at SPE. The CAAs are to fax the signature page and all
supporting documentation within 24 hours from the time they
transmit the HeA. The above timelines are to allow the SPE to
send all information together to the CWD.

3. Telephone application

Application by telephone is a third way an applicant can complete
the MC 321. The applicant can call SPE at 1-800-880-5305 and
have a customer service representative electronically complete the
application. The form is mailed to the applicant for signature. The
applicant will need to confirm that the information is correct, sign
the application, and mail the application back to SPE along with
copies of the required documents, such as proof of income and
deductions, proof of citizenship/immigration status and the first
month’s premium.

B. Opt-Out

The MC 321 application informs applicants that based on the information
submitted the children will be enrolled in the program they qualify for. A
guestion on the MC 321allows applicants an opportunity to choose to enroll
in only Medi-Cal or only Healthy Families by checking the box of the
program they do not want to be enrolled in. This is considered “opting-out”.

C. Assistance with the application

If applicants need help in completing the application, they may call 1-800-
880-5305 to receive help in their language. Operators at the toll free
number can also provide applicants with the name and telephone number
of a trained CAA in their community.

[I. SCREENING PROCESS AT THE SINGLE POINT OF ENTRY FOR MAIL-IN
APPLICATIONS

A. Processing Timeframes

SPE has four business days to screen the initial application to no-cost
Medi-Cal or HFP. This includes contacting the applicant for additional or
missing information (if necessary for file clearance), file clearance,
reporting Accelerated Enroliment (AE), if applicable, and transmitting
application information to Medi-Cal Eligibility Data System (MEDS). If
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enough information is available to screen to no-cost Medi-Cal, but not
enough information is available to assign a Client Index Number (CIN), the
application is forwarded to the County Welfare Department (CWD) without
AE being issued. If there is not enough information to screen the
application to no-cost Medi-Cal, the application is forwarded to HFP for
additional research.

B. Screening Process Description

1.

SPE Mailroom Operations

Applicants submit the MC 321, joint application form, in a
pre-addressed envelope to SPE. Once received at the SPE
mailroom, the application and all accompanying documents are
assigned a document control number (DCN) stamped with the date
of receipt and are electronically imaged (scanned) into the vendor’s
automated system. Applications processed through the web-based
HeA are electronically transmitted to SPE, and are processed
identically to the paper mail-in applications that are scanned into
the system, with the exception that the date does not appear on the
HeA application. Instead the date of receipt appears on the cover
sheet entitled, “Maximus Document Separator Sheet” that
accompanies the application.

Screening Procedures

a. Initially, SPE screens all applications for the age-appropriate
no-cost Medi-Cal, Federal Poverty Level (FPL) program for
infants and children. The SPE income screening process is
based on Section 8F-11 of the Medi-Cal Eligibility Procedures
Manual (MEPM) and includes establishing the Medi-Cal
Family Budget Unit (MFBU), responsible relative
determinations, and income calculations applying all Medi-Cal
income deductions.

b. To screen for no-cost Medi-Cal, SPE conducts an age and
income screening only, based upon the information stated
on the application. The screening does not review
immigration status. Income documentation, if provided with
the application, is used for the income screening. Also, if the
child’s birth certificate is provided, it is used to determine the
age and paternity of the child.
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C. The SPE screening does not verify information that is
provided by the applicant, such as income or immigration.
SPE is not required to verify any of the information provided
with the application. It is possible that sibling children on the
same application will not be screened to the same program.

Note: Itis the responsibility of county Medi-Cal staff to
request any required verifications from the applicant for
children screened to Medi-Cal, and the responsibility of HFP
staff to request any required verification from the applicant
for children screened to the HFP.

File clearance

SPE conducts a file clearance on each applicant child and pregnant
woman, following guidelines provided by CDHS. SPE does not
request Social Security Numbers (SSN) or cards. If the SSN is
provided, it is used in the file clearance process. Based on the
results of the file clearance, SPE either assigns a CIN to individuals
that do not have a CIN, or uses an existing CIN for individuals
known to MEDS. If file clearance results in multiple CINs for an
individual, designated staff research the records and complete a
MEDS transaction to combine the duplicate records.

Accelerated Enrollment (AE)

If the screening process indicates potential eligibility for no-cost
Medi-Cal, and there is no current or future month eligibility on MEDS,
SPE reports AE eligibility to MEDS. AE coverage begins the first day
of the month in which the child was screened to no-cost Medi-Cal
and will continue until the CWD makes the final determination. SPE
cannot discontinue AE.

Applications Forwarded to the Counties

The HeA and supporting documents are intended to be mailed
together. SPE forwards a transmittal, the original mail-in
application or a copy of the HeA application and all supporting
documents received with the application to the county of residence
in any of the following circumstances (See Section F for detailed
information on transmittals). However, if SPE did not get the
supporting documentation timely, the application will be mailed first
and then SPE sends the verifications to the CWD as soon as they
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received. The field “Date original application forwarded to CWD” is
entered on the transmittal.

a. The screening process indicates potential eligibility for no-cost
Medi-Cal for any of the applicant children and the applicant did
not opt-out of Medi-Cal. These children will have an “M” in the
“Screened for” field on the detail transmittal form.

b. Children age 19-20 applying for benefits.

C. Question number 16 on the joint application, "I do not want
Healthy Families" is checked.
d. Question number 34 on the joint application, “Are any family

members who are living in the home pregnant?” is marked
yes or Section 2, questions 17-32 are answered under the
last column marked, “Pregnant Woman”.

e. Question number 36 on the joint application, "Do any of the
people listed in this section, or any of the parents listed in
Section 2, want Medi-Cal" is marked yes.

f. Question number 49 on the joint application, “Does the
pregnant woman and/or child want to apply for Medi-Cal
coverage for any expenses in the last three months?”
(Retroactive Medi-Cal) is marked yes.

NOTE: In some instances, SPE screens all of the applicant
children to the HFP, but because the parents or older
siblings want Medi-Cal, or there were medical expenses in
prior months and retroactive Medi-Cal is requested, the
application is forwarded to the county of residence. The
"screened for" indicator on the detail transmittal for those
children screened to HFP will be set to 'H.' The CWD does
not need to determine Medi-Cal eligibility for these children.
The county should only explore Medi-Cal eligibility for other
family members, and/or retroactive Medi-Cal. No paperwork
should be returned to the HFP.

6. Transmittals

SPE sends a detail transmittal with each application forwarded to
counties. A transmittal is a computer-generated form, which gives
detailed information for the reason each application is referred to the
CWD by SPE and the outcome of the income screening for each
person that requests health coverage. The application date is the
date received at SPE. This date is found on the detail transmittal.
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See Section F below for an explanation and detailed description of
the transmittal process.

Applications Forwarded to HFP

SPE forwards to the HFP the application and supporting
documentation received with the application for applicants up to
age 19 that did not opt-out of HFP in any of the following
circumstances:

a. Any child(ren) with countable income above no-cost Medi-Cal
limits.

b. A pregnant child up to age 19 with countable family income
over the 200 percent Federal Poverty Level (FPL).

C. Question number 16 on the joint application, "I do not want
Medi-Cal" is checked.

d. A county returns an application with the determination of not

eligible to no-cost Medi-Cal.
Notification

SPE sends a letter to applicants advising them that their application
was forwarded to the CWD of residence for a Medi-Cal eligibility
determination, to the HFP or both CWD and HFP. If the child is
granted AE, a Benefit Issuance Card (BIC) and information on how
to utilize Medi-Cal services are sent to the family.

C. Program Opt-Out Actions

1.

Healthy Families Opt-Out

If the opt-out question of the application indicates that HFP is not
desired, SPE does not conduct an income screening, however,
SPE will conduct a file clearance, assign a CIN for each applicant,
screen for AE and forward the application and all supporting
documentation to the CWD of residence. The county must process
the application even if the income is too high for no-cost Medi-Cal.
The county must then make a share-of-cost Medi-Cal
determination, including a property evaluation. In this instance, the
county should explain to the applicant that the children might be
eligible to HFP, and ask them to reconsider their choice. This
consent can be either a signed statement or a verbal request. The
written authorization from the applicant must accompany the
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application. If the applicant’s consent to have the application
forwarded to the HFP is verbal, the CWD should record this in their
Medi-Cal record and also indicate this in the '‘Comments' section of
the transmittal and send it to the HFP. Because the HFAV has the
application and documentation scanned into its automated system,
the county does not need to return the application or paperwork
that accompanied the transmittal from SPE/HFP. The county
should include any new verification, the budget sheet and/or NOA.

Medi-Cal Opt-Out

If the opt-out question of the application indicates that

Medi-Cal is not desired, SPE will forward the application to HFP.
HFP requests any necessary information and verifications in order
to complete an eligibility determination. If the eligibility
determination finds the applicant potentially eligible to no-cost
Medi-Cal, HFP sends a letter to the applicant asking that Medi-Cal
be reconsidered. The applicant has 90 days in which to reply to the
reconsideration letter. If the applicant returns the reconsideration
letter consenting to forward the application to the CWD within 90
days, the HFP evaluates for AE eligibility, forwards the original
application, the signed reconsideration letter, and all the supporting
documentation to the CWD. The Medi-Cal application date is the
“date referred” on the detail transmittal. If the reconsideration letter
is received beyond the 90 days, the applicant will need to submit a
new application with current verification.

D. County Responsibility

1.

Processing Timeframes

The CWD has 45 days to make a Medi-Cal eligibility determination.
The Medi-Cal application date is described in Section F below.

Eligibility Determination

NOTE: SPE does not require verifications when screening
applications. If the applicant sends in verification, it will be used in
the screening process. If no verification is received with the
application, SPE will screen children based on income amounts
listed on the application.
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Upon receiving an application from SPE or HFP, the CWD is
responsible for completing the Medi-Cal eligibility determination
based upon Medi-Cal regulations. Counties are to determine
eligibility for children and pregnant women without delay. If other
family members request Medi-Cal, the CWD is not to delay the
determination for children and/or pregnant women while obtaining
the necessary information from the other members. If additional
information is needed for an accurate eligibility determination, the
CWD shall use information/verification contained in open public
assistance (PA) case records and/or case records closed within the
last 45 days. If the above is not available, then the CWD shall
gather all required information/verifications from the applicant. The
county must report the outcome of all applications (grants and
denials) to MEDS in order to shut down the AE or Child Health and
Disability Prevention (CHDP) Gateway eligibility.

The CWD must request any necessary information from the
applicant for other family members requesting Medi-Cal or
retroactive Medi-Cal and complete the determination based upon
Medi-Cal regulations.

Rights and Responsibilities

The MC 321 contains a short list of Medi-Cal Rights and
Responsibilities. Counties must send the applicant an MC 219
upon receipt of the referral from SPE. A returned, signed copy of
the MC 219 is not required; however, the counties must document
that the MC 219 was mailed and the date mailed in the case file.

Immigration Status

Question 25 on the MC 321, asks if the person requesting coverage
is a U.S. citizen or National? If the question is answered “no,” the
applicant must provide verification of his/her satisfactory
immigration status (SIS). The verification may be sent in with the
MC 321 or within 30 days. If counties have all other information
necessary to make an eligibility determination and the child is found
to be otherwise eligible for no-cost Medi-Cal, the child must be
approved for Medi-Cal with full-scope benefits. Once the
verification of SIS is received, the CWD must run the Systematic
Alien Verification for Entitlements (SAVE). SAVE will ultimately
determine an alien’s immigration status. If the immigration
verification is not received within the 30 days, the CWD shall
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reduce benefits to restricted scope coverage after a ten-day notice

of action period. If the CWD receives verification that the applicant
is not eligible to full-scope Medi-Cal, the CWD shall issue a ten-day
notice and reduce benefits to restricted scope coverage.

Brochures/Forms

The following program brochures/forms are not included with the
revised mail-in application and instructions. Upon receipt of the
mail-in application, counties are to send the following
brochures/forms to the applicant:

The CHDP Informational Publication.
MC 007 “Medi-Cal General Property Limitations.”
Medi-Cal Brochure (Pub 68)

MC 003 Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) Brochure.

The above items may be mailed at the same time as the MC 219.
Application tracking

W&I Code Section 14011.9 mandates the department to issue
instructions to CWDs via an all-county letter to establish an
automated system for tracking the status of applications received
by a CWD via SPE. As a result, All County Welfare Directors Letter
(ACWDL) 03-08 instructed counties to submit separate transactions
for each individual listed on the application. Two MEDS
transactions are designed for this purpose, AP18 and AP34.

a. AP18 — Reports the receipt of an application. In instances
where the CWD can determine the disposition of the
application at the point of initial processing (e.g., denial due
to duplicate application), the denial/referral can be submitted
via the AP18.

b. AP34 — Updates pending application information, reports the
denial of an application or updates the status on a pending
application previously reported to MEDS via an AP18. This
transaction is also used to report a HFP referral.

County Returns to SPE
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If after making the determination, the CWD finds that the child(ren)
is not eligible for no-cost Medi-Cal, the CWD is to return the
Healthy Families Administrative Vendor (HFAV) Transmittal Form
with the “County Response Area” completed and the necessary
enclosures. The only exception to the above are undocumented
children. These children do not meet the eligibility criteria for HFP.
See Section F of this procedures manual below for an explanation
and detailed description of the transmittal process.

V. HFP ACTIONS

A.

Processing Timeframes

HFP has ten calendar days from the date the application is received from
SPE to complete the application review of a complete application and 20
calendar days from date of receipt for applications needing further
information or documentation (i.e., incomplete applications).

Applications screened to the HFP by SPE

In order for the HFP staff to determine eligibility for the HFP, all the
necessary verifications, health plan choice, and premium payments must
be processed prior to HFP enrollment. Once eligibility has been
established, health coverage begins in ten calendar days. Once eligibility
is established, children are covered for 12 months unless the child turns
19, is disenrolled for nonpayment of premiums, or the family submits a
written disenrollment request. If eligibility is not established within 20
calendar days from the date the application was received by HFP, the
applicant is denied HFP and the applicant is sent the appropriate denial
letter with appeal rights.

Initial applications forwarded to the CWD by the HFP

If the HFP determines that one or more of the children are potentially
eligible for no-cost Medi-Cal, the application and supporting documents
will be forwarded, under cover of a transmittal, to the CWD of residence.
If all factors have been met for AE, the children’s AE eligibility will be
reported to MEDS by SPE. The Medi-Cal application date is the date the
application was received at SPE. This date is found on the detail
transmittal.

Annual Eligibility Review (AER)
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Each year the family must submit an AER packet in order for the HFP to
make a redetermination of eligibility. HFP mails the packet not more than
75 days and not less than 60 days prior to the subscriber’s anniversary
date with the program. The due date displayed on the AER packet is the
subscriber’s anniversary date in the HFP. AER packets are generally
accepted all the way up until the last day of the anniversary month. If at
AER, the HFP determines that one or more of the children are potentially
eligible for no-cost Medi-Cal and the family authorized the AER to be sent
to Medi-Cal, the AER application and supporting documents will be
forwarded, under cover of a transmittal, to the CWD of residence. These
children will receive two months of Bridging. The Bridging program
provides an additional two months of HFP for the child(ren) thus allowing
the CWD time to make a Medi-Cal determination. The Medi-Cal
application date is the “Date referred” on the detail transmittal.

E. Add-A-Person Applications — non-AER

Sometimes, an Add-a-Person application is received at the HFP during
the 12-month eligibility period, not at the AER, and the children screen to
no-cost Medi-Cal. In these instances, if the family authorized the
application to be sent to Medi-Cal, the Add-a-Person form, the last
application or AER on file with HFP, and all supporting documentation will
be forwarded to the CWD of residence. If all factors have been met for
AE, this eligibility will be reported to MEDS by SPE. The Medi-Cal
application date is the date the add-a-person application was received at
HFP. This date is found on the detalil transmittal. Only the person on the
add-a-person form will be evaluated for eligibility.

F. Add-A-Person Applications — AER

An Add-a-Person application can be received at HFP with the AER
packet. This may cause all the children or some of the children to be
screened to no-cost Medi-Cal. In these instances, if the family authorized
the application to be sent to Medi-Cal, the Add-a-Person form, the AER,
and all supporting documentation will be forwarded to the CWD of
residence. If all factors have been met for AE, this AE eligibility for the
added child will be reported to MEDS by SPE. The other children on the
AER form who are determined to have income below the HFP income
level will be granted an additional two months of Bridging HFP coverage
while their application is forwarded to the CWD or the Reconsider Medi-
Cal letter is sent. The Medi-Cal application date is the “Date referred” on
the detail transmittal.
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Re-enrollment Form

If a child is disenrolled from HFP, the family may complete a
re-enrollment form within 60 days of disenrollment. HFP disenrollment
always occurs on the last day of the month. The re-enrollment form must
be accompanied by proof of income and deductions as well as the first
month’s premium and any past due amount. If the HFP determines that
one or more of the children are potentially eligible for no-cost Medi-Cal,
and the family authorized the application to be sent to Medi-Cal, the
re-enrollment form, the last application received and all current supporting
documents will be forwarded, under cover of a transmittal, to the CWD of
residence. If all factors have been met for AE, the children’s eligibility will
be reported to MEDS by SPE. The Medi-Cal application date is the “Date
referred” on the detail transmittal.

Premium Re-evaluation Form

At any time of the year, a member may ask for a Premium
Re-evaluation Form in order to request HFP to reevaluate the monthly
premium. This form must be accompanied by proof of income and
deductions. If the HFP determines that one or more of the children are
potentially eligible for no-cost Medi-Cal and the family authorized the
application to be sent to Medi-Cal, the Premium Re-evaluation, the last
application or AER form received and all current supporting documents
will be forwarded, under cover of a transmittal, to the CWD of residence.
The children who have been on HFP will be bridged for two months in
order to allow the CWD adequate time to make an eligibility determination.
The Medi-Cal application date is the “Date referred” on the detalil
transmittal.

V. CWD Forwarding to HFP

A.

New applications

If the CWD determines that the applicant child(ren) is eligible for share-of-
cost Medi-Cal or is denied Medi-Cal, the family income is below 250
percent FPL and the parent/caretaker consents, then the case will be
forwarded to the HFP. The most current application, supporting
documents, copy of the NOA sent to the client showing the SOC amount
or denial reason and a copy of the Medi-Cal Budget Computation
Worksheet (unless the complete budget computation is found on the NOA)
will be forwarded, under cover of a transmittal, to the HFP.
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VI.

Redeterminations

If at the annual redetermination the family’s income is found to be above
the child's FPL for no-cost Medi-Cal, but within the HFP income
guidelines, and the applicant authorizes the application to be forwarded to
HFP, then the CWD will forward the application to the HFP. The packet
must include the most current application, supporting documents, copy of
the NOA sent to the client showing the SOC amount and a copy of the
Medi-Cal Budget Computation Worksheet (unless the complete budget
computation is found on the NOA) under cover of a transmittal, to the
HFP. These children will receive one month of Bridging. The Bridging
program provides an additional month of no-cost Medi-Cal for the
child(ren) thus allowing adequate time for the child to apply for HFP.
Note: If the family has given the CWD authorization to forward the
application to HFP, the CWD must forward the application to HFP for a
determination and not request the family to send in a new application to
the HFP.

TRANSMITTALS

Transmittal forms are the main form of communication between SPE, HFP, and
the CWDs. For this purpose there are four transmittals. They are the HFAV
Summary Transmittal; HFAV Detail Transmittal; County Summary Transmittal,
and County Detail Transmittal. Below are instructions on completing and reading
each of the transmittals.

HFAV Summary Transmittal
1. Description

This is a computer-generated summary of all applications being
referred to the CWD. The CWD shall review the HFAV Summary
Transmittal for accuracy prior to assigning the cases. If CWDs
discover a discrepancy between the number of applications listed
and the actual applications sent, the CWDs are to contact the SPE
Liaisons immediately (See Section G below regarding SPE
Liaisons).

2. Explanation of Fields

County Name This identifies the County to which the
applications belong. Please review the
transmittal to ensure the county identification is
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correct. If it does not belong to your county,
please return it immediately to:

Healthy Families

Attn: SPE

P.O. Box 138005

Sacramento, CA 95813-8005

ii. | Courier Number | SPE use only.

iii. | Total Apps Total number of new applications (same as
intake at CWD).
iv. | Total PREs Total number of cases determined to be

potentially eligible to Medi-Cal at the time the
Premium Re-evaluation form is evaluated.

v. | Total AERs Total number of cases determined to be
potentially eligible to Medi-Cal at the Annual
Eligibility Review (same as redeterminations at

CWD).

vi. | Total AAPs Total number of add-a persons (same as
CWD).

vii. | Total Addl Total number of cases having sent in additional

information or verification since the original
application was forwarded to the CWD.

viii. | Total Grand total of applications sent and should be
Transmittals the total of above 5 categories (ii-vii).

iX. | Family Number | Thisis the SPE/HFP case number. Itis also
(FMN) known as the Case Control Number (CCN).

This number is needed when CWDs contact
HFAV with questions regarding a case. This
FMN can also be used as a search option in
MEDS via IAPP screen to track an application.

X. | Transfer Type Specifies the type of document, such as new
application AER, AAP, Addl...or Pre

xi. | AE Eligible A “Y” in this column means the child was
granted AE.

xii. | DCN Document Control Number (DCN): a tracking

number used by SPE

B. HFAYV Detail Transmittal

1. Description
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This is a computer-generated form that accompanies each
application referred to the CWD by either SPE or the HFP. The
transmittal is a summary of each application sent and advises the
CWD how the application was screened by summarizing items,
such as how each person is screened, the family composition, and
income used.

2. Explanation of fields

a. Case Level Information

County Name This identifies the designated County. Please review
the transmittal to ensure the county identification is
correct. If it does not belong to your county, please
return it immediately to:

Healthy Families

Attn: SPE

P.O. Box 138005

Sacramento, CA 95813-8005

Date original If this field contains a date it is because SPE or the
application HFP had previously sent the original application.
forwarded to SPE/HFP are now forwarding changes, new

CWD verification or new information on one or more
members of the application. Use this date to track
when the original application was forwarded to the
CWD.

Case Control This is the same as the FMN on the Summary
Number (CCN) Transmittal. This is the SPE/HFP case number.

Date Received This is the date SPE received the original
application. Use this date as the Medi-Cal
application date for new applications and for Add-
A-Person applications not associated with the
AER.

Date Referred This is the date the HFP determines an application
should be referred to Medi-Cal. Use this as the
Medi-Cal application date for HFP AER, Add-a-Person
applications associated with the AER, Premium
Re-evaluation Form, Re-enrollment Form and when a
family opts out of Medi-Cal and then signs a
reconsideration letter.
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Opt-out of HF

Y= Family does not want HFP. The county must
process the application even if the income is too high
for no-cost Medi-Cal. The county must then make a
share-of-cost Medi-Cal determination, including a
property evaluation. The county should explain to the
applicant that the child(ren) might be eligible for the
HFP, and ask if they want to reconsider their choice.
The family’s consent can be either a signed statement
or a verbal request. If the consent to have the
application forwarded to the HFP is verbal, indicate
this in the '"Comments’ section of the transmittal and
return it to the HFP.

Unlisted Member
Wants Medi-Cal

Y= Question number 36 on the joint application, "Do
any of the people listed in this section, or any of the
parents listed in Section 2, want Medi-Cal" is marked
yes. The CWD will make a Medi-Cal determination for
these individuals.

N = No other family members are requesting Medi-Cal.

Retro MC
Requested

Y = Question number 49 on the joint application,"
Does the pregnant woman and/or child want to apply
for Medi-Cal coverage for any expenses in the last
three months?” (Retroactive Medi-Cal) is marked yes.
The CWD will make a determination for retro Medi-Cal
based on the regulations for retro Medi-Cal.

N = Applicant is not requesting retro Medi-Cal.

Type

This designates the type of application being
forwarded:

SPE: A new case that was screened to Medi-Cal
through Single Point of Entry.

HF: A case that was screened to Medi-Cal by an
Eligibility Enrollment Specialist (EES) through Healthy
Families (This would include initial applications
screened to HFP originally but further verification
screens them to Medi-Cal, Re-enrollment).

AER: This case was screened to Medi-Cal during the
Annual Eligibility Review.

ADD: This case was screened to Medi-Cal while an
Add-a-Person form was worked on by HFP.

PRE: This case was screened to Medi-Cal while a
Premium Re-evaluation form was worked on by HFP.
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b. Individual Level Information

Member

Numeric number assigned to each member of the
application. (Same as person number in the CWD).
1=Applicant

2-99 All other persons

CIN#

This is the Client Identification Number (CIN) that SPE
has assigned to this individual.

Names

Last Name; First Name; Middle Initial: This should list
all the names of individuals listed on the application.
CWD should review for accuracy.

Relation to
Applicant

This indicates the individual’s relationship to the
applicant as determined by SPE or HFP.

1 * | Applicant’s child M * | Adopted child

2 * | Second adult's N Niece or nephew
child

3 * | Significant other @) Other

A Aunt or uncle P Parent

B Step-child Q * | Cousin

C Common child S Spouse

D * | Son or daughter- | T Stepfather
in-law

F Foster child U * | Unborn

G Grandparent Vv Stepmother

H * | Dependent of a W Ward
minor dependent

J Brother or sister X * Ex-spouse

K Grandchild Y Self
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L Legal
guardianship

Date of Birth

The date of birth for each individual. CWD should
review for accuracy.

SSN

The social security number for each individual, if
provided. CWD should review for accuracy.

Screened for

This field indicates which program the individual has
been screened to:

M = Medi-Cal

H = Healthy Families

N = Not screened to either program

Pregnant
Indicator

Y = Question number 34 on the joint application, “Are
any family members who are living in the home
pregnant?” is marked yes or Section 2 questions 17-32
are answered under the last column marked,
“Pregnant Woman”.

N = Not pregnant

Counties shall expedite eligibility determinations
for all preghant applicants.

AE Start Date

Effective date of Accelerated Enroliment. The AE
effective date is the first day of the month in which
eligibility is determined. This eligibility is only
terminated when the county reports a Medi-Cal
eligibility determination (approval or denial) on
MEDS.

Budget Unit

The budget unit the individual belongs to per SPE/HFP
screening.

* These relationship codes are not used at this time. CDHS will advise county staff if
these codes will be used in the future.

C. Income/Budget Unit Section

Member The member number to whom the income is
associated.

Frequency of A = Weekly

Income B = Bi-weekly
C= Bi-monthly
D = Monthly
E = Yearly

Type of Income

SPE/HFP assigns a number or letter to each type of
income.
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1 Employee pay G | RSDI
stub

2 Federal tax form H | Veterans

3 Award letter [ Railroad Retirement

4 W2 (not accepted |J | SDI

by HFP)

5 Bank statement K | Worker’'s
with direct deposit Compensation

6 Employer L | Unemployment
statement

7 Quarterly P&L M | Pension/retirement
statement

8 NOA N | Grants

9 Child support O | Settlements

A Alimony P | Gift

B SSA Q | Lottery/bingo

C Self-employment R | Other
statement (not
accepted by HFP
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F Affidavit

Income Type The gross amount of income associated with this

Amount member, income type and frequency as determined
by HFAV.

Budget Unit The Budget Unit number that HFAV associates with
the corresponding income and individual. Not used
by CWD.

Family Size The total number of family members on the case
used by HFAV to determine income levels for the
corresponding Budget Unit. (Same as MFBU in
CWD).

Total Gross Total monthly income, before deductions, as

Income determined by HFAV.

Deductions The total amount of deductions allowed by HFAV for

the corresponding Budget Unit. This includes the $90
deduction for work, when appropriate.

Total Net Income

This is the Total Gross Income minus deductions.

Percent FPL

This is the percentage of the Federal Poverty Level
for the corresponding Budget Unit, as determined by
HFAV.

Members These are the members who are part of this Budget
Unit. (Same as MBU in CWD).
d. County Return Section
Case Name CWD enters the case name.
Case Number CWD enters the county case number.
County CWD enters the name of the person completing the

Representative

transmittal.

Phone Number

CWD enters the phone number for the above person.

Date Referred

CWD enters the date the transmittal is being
completed for return to SPE.

Reasons for
Return to SPE

CWD checks the appropriate box(es) for why the
transmittal is being returned.
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Applicant checked “I do
not want Healthy
Families.” Applicant
now wants Healthy
Families.

If the applicant has
given written permission
to forward the
application to HFP, then
forward the written
statement. |If
authorization was over
the phone, use the
comment section to
record the authorization.

CIN was missing, now
located or a new one
assigned.

Check this box if a new
CIN is assigned, the
wrong CIN was listed on
top portion or if there are
CIN merges needed.

Amount of child support
or child care expense
shown on application
not verified.

Check this box if the
verification is not being
provided, and this
results in the member(s)
having a SOC. CWD
must indicate the
member, the SOC
amount and provide the
NOA and budget sheets.

Changes in household
membership.

Check this box if the
CWD has a change in
family composition,
which results in a
different eligibility
determination.
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Not eligible for Medi-Cal. | Check this box if it
applies and use the next
few boxes to further
explain.

Member Changes

For the person(s) who is affected, use the same
member number at top portion of transmittal.

County Assigned
CIN#

List the CIN that the CWD found as the correct
number.

Active Case
Individual on...

If SPE/HFP included a person who is active on a PA
program, list the program they are active on.

Not Eligible for

Not currently in use. This field was placed on the

Medi-Cal... transmittal for Parental Expansion which has not
been implemented.

Comments Include any additional information that affected the
eligibility determination.

Enclosures Check the appropriate boxes. CWD must include
NOA and budget worksheets.

C. County Summary Transmittal
1. Description

This is the summary of all applications being referred from the
CWD to HFP. The transmittal can be completed on line at
www.dhs.ca.gov/publications/forms/medi-cal/eligibilityby

number.htm. The form number is MC 363S.

a. Explanation of Fields

County Name

This field identifies the sending CWD.

Number of Referrals

The number of referrals must agree with the total
number of applications listed on this transmittal
as well as with the total number of applications
sent.

Contact Person

Name of person to be contacted at the CWD
regarding the applications.

Telephone

Telephone number of the person listed above.
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Case Name List the case names of all the applications that
will be forwarded with the transmittal.

Case Number List the corresponding county case number for
each case listed.

D. County Detail Transmittal
1. Description

This transmittal is to be used with county initiated applications only.
The County Detail Transmittal can be completed on line at
www.dhs.ca.gov/publications/forms/medi-cal/eligibilityby
number.htm. The form number is MC 363. Do not use this
transmittal for County returns of applications that originated at the
HFAV. For county returns, only use the County Response Section
of the HFAV detail transmittal.

2. Explanation of Fields

County Name This field identifies the sending CWD.

County Name of person to be contacted at the CWD

Representative regarding the applications.

Telephone Number Telephone number of the person listed above.

Date Referred The date the CWD mails the application to.
HFAV.

Case Name List the case name of the application that will be
forwarded with this transmittal.

Case Number List the corresponding county case number for
the above case.

Applicant Name Name of the person identified as the applicant.
This can differ from the case name.

Language Spoken Applicant’s primary spoken language, if known.

Language Written Applicant’s primary written language, if known.

Applicant Phone Phone number for the applicant.

Number

One or more Changed mind about not wanting Healthy

individuals Families: The applicant originally opted-out of
HFP but has subsequently requested HFP. If
the applicant gave the authorization to forward
the application in writing, please include the
authorization with the application. If the
authorization was verbal, please make a
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notation in the “Comments” section of the
transmittal.

Were determined ineligible for Medi-Cal (see
comments): If anyone listed on the application
is not eligible for no-cost Medi-Cal for reasons
other than having a SOC, please notate the
person(s) and the reason under the “Comments”
section.

Were determined to have a SOC (see below):
For any individual found to have a SOC, please
check this box and enter the information in the
section below.

Type of Application

Food stamps only application: Starting
07/01/03, HFP accepts these applications.
School lunch application: Starting 07/01/05,
HFP accepts these applications. HFP will still
need to contact the applicant to obtain health
plan information and the premiums.
Redetermination (RV): Check this box if you
are forwarding the MC 210RV. HFP will still
need to contact the applicant to obtain health
plan information and the premiums.

HF Requested

Yes = This individual has requested HF benefits
No = This individual has not requested HF
benefits, but is included in the MFBU for
budgeting purposes.

M/C FBU

Yes = This individual is included in the MFBU for
budgeting purposes.

No = This individual is not included in the MFBU
for budgeting purposes.

List all Household
Members

List all the household members by name.

CIN Number

List the CIN attached to this individual. HFAV
will use the CIN provided. Please ensure that
any CIN discrepancies have been resolved.

Social Security
Number

List the Social Security Number for this
individual, if available.

Sex

Identify the individual’'s gender.

Date of Birth

List the date of birth for this individual.

Relationship to
Applicant

List the relationship of individual identified to the
applicant.
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Individual Gross
Income

List the gross income used in the budget for
each individual. If the individual has more than
one source of income, list each source of
income on separate lines.

Type of Income

Identify the type of income known for this
individual. If the individual has more than one
source of income, list each type of income on
separate lines.

Share-of-Cost Amount

Enter the SOC amount for this individual.

Enclosures

The CWD must include: Medi-Cal NOA,
Medi-Cal budget worksheet and a copy of the
application (MC 210 or MC 210RV).

The CWD may include, if available: Birth
certificates, Immigration verification, verification
of residency, and any other verification pertinent
to eligibility.

Comments

Explain why the application is being forwarded
to HFP. ldentify any individuals who are
receiving Public Assistance (SSI, CalWORKS,
etc.)

VIl.  COUNTY LIAISONS

There are two different types of liaisons available to CWDs to ensure that SPE
and/or HFP issues and problems are resolved.

A. County Liaisons at SPE

SPE retains three County Liaisons with experience in determining
Medi-Cal eligibility. They have two main functions.

1. SPE Eligibility Issues

SPE liaisons handle questions regarding SPE screening,
transmittals, HFP eligibility, and/or CWD return applications.
Effective January 1, 2004, the SPE County Liaisons can be
reached at (916) 673-4602 or via e-mail at
SPELiaisons@maximus.com.
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2. MEDS Issues

The liaisons also handle CWD questions and requests regarding
MEDS discrepancies. They can be reached via
e-mail at HFPMEDS@maximus.com.

Note: The contact information provided above is solely for the use
of County and State personnel. Please do not give out to the
public.

B. County Liaisons at DHS
CDHS has analyst positions appointed to be liaisons between SPE/HFP

and CWD. DHS liaisons can be contacted if problems and/or issues
cannot be resolved at the SPE liaison level.
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